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The purpose of this study was to explore depression as a sequelae (a pathological
condition) in African-American women who have experienced intimate partner violence
by a current or former spouse or boyfriend. Intimate partner violence is defined as
physical or psychological abuse ofwomen by their male partners, including sexual abuse
and abuse during pregnancy.1 This study examined how the varying types of physical,
sexual, and psychological abuse result in differing levels of depression. This research
also considers other variables which may contribute to individuals’ levels of depression
such as socioeconomic status, relationship status, living situation, education, children,
and age.
In the United States, every year more than 2.1 million women are physically
assaulted. Of these numerous assaults, it is estimated that 1.5 million are assaulted by an
intimate partner, current or former spouse, or boyfriend.2 Women who are abused by an
’Nadine Walthen and Harriet L. Macmillan, “Intervention for Violence Against Women,” The
Journal ofthe American Medical Association (February 2003): 589-600.
2Ileana Arias, Jurgen Dankwort, Ulester Douglas, Mary Ann Dutton, and Kathy Stein, “Violence




intimate partner report an average of 3.4 assaults every year. Most victims experience
multiple acts of violence during a single incident and are likely to be repeatedly
victimized by an intimate partner. Fifty to seventy percent of battered women experience
# o
both physical and sexual abuse by their partners.
Intimate partner violence, also generally called “violence against women” and
“woman abuse,” refers to many kinds of physical acts of violence including sexual
harassment, stalking, forced prostitution, and sexual slavery, as well as verbal and
psychological abuse. The most common forms of violence against women are pushing,
shoving, grabbing, biting, slapping, beating, threatening violence, and demeaning one’s
sense of self. Perpetrators who display violent acts of rage damage more than flesh and
bones; they psychologically diminish a woman’s ability to develop healthy relationships,
as well.4 Survivors of intimate partner violence not only experience a profound violation
of their physical bodies, but significant psychological effects such as feelings of
helplessness, disempowerment, and isolation.
Rationale for the Study
The development of this study grows out of the exposure and involvement of the
researcher with African-American women exposed to intimate partner violence. It has
been the experience of the researcher that women are more likely to respond to abuse
based upon their emotions rather than logical rationalization. The aggregation of several
research findings serves as the foundation of this research study:
3Neil Eddington and Richard Shuman, “Domestic Violence,” Continuing Psychology Education
63 (December 2005): 4.
4Gail Wyatt, Julie Axelrod, Dorothy Chin, Jennifer Vargas Carmona, and Tamara Bums Loeb,
“Examining Patterns of Vulnerability to Domestic Violence Among African-American Women,” Violence
Against Women 6 (May 2000): 500.
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1. African-Americans are more likely to be exposed to violence-related trauma than
other cultural groups.5
2. African-American females experience intimate partner violence (IPV) at a rate
that is 35% higher than white females and about 22 times the rate ofwomen of
other races.6
3. African-American women are at greater risk for not only experiencing IPV, but
n
also even more severe forms of IPV.
4. Exposure to trauma leads to increased vulnerability to mental disorders such as
depression and African-Americans are more likely to suffer from depression than
whites.
5. The prevalence rate of depression is higher among African-American women than
African-American men.9
6. African-Americans are also least likely to seek professional help for depression
due to its stigma in the African-American community.10
Notwithstanding these research findings, there is a paucity of research that
addresses the impact of intimate partner violence on African-American women. Given
^National Alliance on Mental Illness Multicultural and International Outreach Center, “Did You
Know,” Available online from www.nami.org. accessed July 2006.
6Africana Voices: Statistics on Tufts Campus, Available on-line
from http://ase.tufts.edu/womenscenter/peace/africana/statistics.htm. accessed October 2003.
7Shalimar Jones, “How Family Support Affects Depression in Psychologically Abused
Women: An Analysis of Cultural Differences,” (Ph.D. diss., Michigan State University, 2003).
8Healthy Place, “Fighting the Blues in African-Americans,” Available online from




that African-American females are vulnerable to both intimate partner violence and to
depression, it is critical that an understanding of the factors that contribute to and result
from these experiences is investigated. The findings of such an investigation would
perhaps inform and guide the development ofmore effective strategies aimed at
preventing intimate partner violence among African-American women, as well as more
effective strategies for treating depression among African-American females who are
victimized by intimate partner violence.
Scope of the Problem
Moreover, intimate partner violence is a pervasive social problem that
compromises the personal health and safety ofmillions ofwomen. Intimate violence
causes more physical injury to women than violence by a stranger.11 Women who
experience IPV are at a greater risk of injury and death, as well as other emotional,
physical, and social problems. Females in their late teens and early twenties are more
likely to become victims than any other age group. According to a report released by the
U.S. Department of Justice’s Bureau of Justice Statistics, the rates of IPV differ greatly
depending on the age. The most vulnerable age group is 16 to 24 years. Women ages
35-49 are the most vulnerable to intimate partner homicide accounting for more than 30
percent ofmurders.13 The Bureau of Justice Statistics’ report confirms that IPV is a
"Eddington, 2.
12Family Violence Prevention Fund, “Younger Women at Great Risk of Intimate Partner




crime that is primarily targeted against women with only fifteen percent of incidents
directed towards men.
Intimate partner violence can cause negative long-term health consequences for
survivors, even after the violence has stopped.14 Abused women have a nearly 60 percent
higher rate of all health problems than never-abused women.15 Female victims of
violence use a disproportionate amount ofmedical services, including making more visits
to mental health agencies, primary care physicians, and emergency departments. They
are more likely to report more headaches, abdominal and back pain, appetite loss, urinary
tract infections, sexually transmitted diseases, and vaginal bleeding. Women who have
been sexually abused are more likely to have one or more chronic stress-related
symptoms or central nervous system health problems compared to women who have not
experienced physical abuse. Chronic health problems severely limit a person’s ability to
perform daily tasks and also require consistent medical treatment, which can be
expensive. On average, over the course of a 12-month period, medical expenses can
account for 40% of $150 million in financial loss due to non-lethal intimate partner
violence.16
Types of Intimate Partner Violence
Primarily, there are three types of intimate partner violence: physical abuse,
sexual abuse, and psychological abuse.
I4Jacquelyn Campbell, “Domestic Violence; Intimate Partner Violence Associated with Increased
Health Problems,” Women’s Health Weekly 78 (July 2002): 11.
15Ibid.
16 Arias et. al, 158.
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Physical Abuse
Physical abuse is the most visible form of abuse and is defined as any act which
results in a non-accidental trauma or physical injury to another human being. Inflicted
physical injury is often the product of unreasonable, severe corporal punishment, or
unjustifiable punishment. Physical injuries often result from such acts as punching,
kicking, beating, biting, slapping, and burning.17 Women are two to three times more
likely to report that they have been pushed, shoved, or grabbed, and seven to fourteen
more times likely to report that they have been beaten up, choked, threatened or assaulted
with a weapon. As a result of their victimization, women are more likely to need
medical attention. The longer the abuse continues, the more serious the injuries become
and the more difficult it is to treat and diagnose the seriousness of the victim’s injuries.
Battering, a form ofphysical abuse, is a process whereby one member of an
intimate relationship experiences psychological vulnerability, loss ofpower and control,
and entrapment as a consequence of the other member’s exercise ofpower through the
patterned use ofphysical, sexual, psychological, or moral force.19 It is distinguished
from physical abuse by its chronic and continuous nature that quantifies the level of
psychological vulnerability. Psychological vulnerability is defined as a woman’s
continuous perception of susceptibility to physical or psychological danger,
17Tina Katsikeros, “Individual Intervention with Women Survivors of Violent Relationships,”
(M.A. Thesis, University ofManitoba, 2001), 13.
18Yassour Borochowitz and Zvi Elisikovits, “To Love Violently: Strategies for Reconciling Love
and Violence,” Violence Against Women 8 (April 2002): 484.
19Ann Coker, Paige Hall Smith, Robert E. McKeown, and Melissa King, “Frequency and
Correlates of Intimate Partner Violence by Type: Physical, Sexual, and Psychological Battering,”
American Journal ofPublic Health 90 (April 2000): 555.
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disempowerment, or loss of control in a relationship with a male partner.20 The battered
women’s syndrome refers to a series of characteristics common among battered women
such as depressive behaviors, guilt, denial, and anger.
Sexual Abuse
Sexual abuse is defined as sexual contact which may or may not involve
penetration in which the victim does not or is unable to give knowing consent.21 It is a
relative cultural term used to describe sexual relations and behavior between two or more
parties which is considered criminally ormorally offensive. Different types of sexual
abuse involve non-consensual, forced physical sexual behavior such as rape, incest or
sexual assault. This may or may not include physical abuse. Sexual contact not
involving penetration may include intentional fondling (directly or through clothing) by
the batterer of the sex organs, buttocks, or breasts for the purpose of sexual gratification
of the batterer.22 The definition also includes the victim being coerced into fondling the
batterer. It is important to note that both definitions are gender neutral. The Cornell
School of Law indicates that sexual abuse occurs when:
Whoever, in the special maritime and territorial jurisdiction of the United States
or in a Federal prison, knowingly: (1) causes another person to engage in a sexual
act by threatening or placing that other person in fear (other than by threatening or
placing that other person in fear that any person will be subjected to death, serious
bodily injury, or kidnapping); or (2) engages in a sexual act with another person if
that other person is (a) incapable of appraising the nature of the conduct; or (b)
physically incapable of declining participation in, or communicating
20Ibid.
2IT. Davidson, “Abuse Definitions and Symptoms,” Available on-line from
http://www.nemasvs.com/ghostworlf/Resources/abusedef.shtml. accessed August 2004.
“Ibid.
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unwillingness to engage in, that sexual act; or (3) attempts to do so, shall be
fined under this title, imprisoned not more than 20 years, or both for sexual
abuse.23
Sexual assault is any form of sexual penetration—oral, anal, or vaginal—in which
the victim does not want to or is unable to give knowing consent.24 This may include the
partner hurting the victim’s genitals or breasts, forcing her to have sex with him, or
hurting her badly during sex. The term sodomy refers to the practice of non-coital sexual
acts such as anal or oral intercourse. Also, it may include paraphilias such as human-
animal sexual intercourse or zoophilia. Sexual assault and sexual abuse, often referred to
as rape, can be physically and psychologically devastating for the victims. Survivors are
at high risk for unwanted pregnancies, sexually transmitted diseases, and personal injury.
The results of rape can precipitate symptoms of depression, mistrust, withdrawal, and an
abnormal sexual perspective.
However, consent refers to free and active agreement, given equally by both
partners, to engage in a specific sexual activity. Consent is not present when either
partner:
• fears the consequences of not consenting (including use of force);
• feels threatened or intimidated;
• is coerced;
• says no, either verbally or physically (e.g., crying, kicking or pushing away);
23Comell Law School Legal Information Institute, “Sexual Abuse,” Available on-line from
http://www4.law.comell.edu/uscode/html/uscodel8/usc sec 18 00002242. accessed April 2005.
24Davidson, 6.
■ 25Legal Momentum, “Violence Against Women,” Available on-line from
www.legalmomentum.org/issues/vio/laws-ui.shtml. accessed March 2004.
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• has disabilities that prevent the person from making an informed choice;
• is incapacitated by alcohol or drugs;
• lacks full knowledge or information ofwhat is happening;
• is not an active participant in the activity; or
• is below the legal age of consent.
Psychological Abuse
Psychological abuse is any nonphysical behavior that controls a victim’s behavior
through the use of fear, humiliation, and verbal assault. Psychological or emotional
abuse may precede or accompany physical abuse to include social isolation, degradation,
ignoring, criticizing, insulting, deprivation, extreme jealousy, or calling her names.
There are two types of psychological abusive behaviors: dominance-isolation, which
includes the rigid observance of gender roles, demands for subservience, and isolation
from resources and emotional or verbal abuse which includes withholding emotional
resources, attacking orally, and degrading the victim.28 Psychological abuse is often
ignored or only given cursory consideration because it does not violate the criminal code,
except when threats ofbodily harm are made. However, it can be more damaging to
victims than physical abuse.29 There have been numerous discussions and debates among
^Minnesota Coalition Against Sexual Assault, “About Sexual Violence,” Available online from
www.mncasa.org. accessed January 2006.
27Lauren Bennet, Lisa Goodman, and Mary Ann Dutton, “Risk Assessment Among Batterers
Arrested for Domestic Assault: The Salience ofPsychological Abuse,” Violence Against Women 156
(November 2000): 120.
28Ibid.
29Judith Sarah Gordon, “Effectiveness ofCommunity, Medical, and Mental Health Services for
Abused Women” (Ph.D. diss., University of Oregon, 1996), 16.
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mental health professionals and law enforcement officials as to what constitutes
psychological abuse and its severe impact on the victim. When women are asked to
describe the most horrific incident of intimate partner violence they have experienced,
most frequently they recount incidents of psychological abuse.30
On the other hand, verbal abuse, a type ofpsychological abuse, is defined as the
use of language to manipulate, control, ridicule, insult, humiliate, belittle, vilify, and
show disrespect and disdain to another; verbal abuse is often a component of other types
of abuse.31 Verbal abuse is comprised of any of the following behaviors:
• accusing and blaming another for one’s own outbursts, expressions of anger, bad
moods, mistakes, and failures;
• seemingly sincere thoughts expressed in a loving and concerned manner, but
placing all blame and fault on the other person in an excusive or condescending
manner;
• criticism that goes beyond neutral or constructive verbal correction of erroneous
actions and comprising, in part, ridicule, name calling, denigration, or
humiliation.
Verbal abuse is not always recognized and is often misunderstood or underestimated by
the therapeutic community. Verbal abuse is often seen as a precursor to future physical
abuse.
30Lara Savicevic, “Depressed Symptoms Among Psychologically and Physically Abused Women





Sexual harassment includes unwanted verbal sexual advances, requests for
sexual favors and other visual, verbal, or physical conduct of a sexual nature. It is a
form of sex discrimination which protects citizens against public discrimination. Sexual
harassment can occur in the workplace, school, and other settings such as public
transportation, shopping malls, community events, social gatherings, places of worship,
and health care facilities and can create an intimidating or hostile environment for the
victim. The perception of the victim, not the intent of the harasser, determines whether
particular words or actions are harassing. The victim does not have to be the person
harassed but could be anyone affected by the offensive behavior or acts.34 This could be
someone who was just a mere bystander.
Stalking is often a form of psychological abuse that is a course of conduct
directed at a specific person involving repeated visual or physical proximity or
nonconsensual communication perpetrated by the abuser. Surveillance activities such as
monitoring the victim’s activities for an extended period of time, following the victim
without her knowledge, repeated phone calls, vandalism, and stealing belongings are
common stalking behaviors. Invasion of a person’s privacy of this magnitude impedes on
a person’s mental and emotional health causing fear, anxiety, and tension. Stalking is
considered an illegal act in the United States and has been punishable under criminal law
since 1990. An example of stalking would be sitting in the front of a persons’ home
without them knowing, waiting for them to leave.
^Minnesota Coalition Against Sexual Assault, “About Sexual Violence,” Available online from




It is important to examine the issue of intimate partner violence from a historical
context to fully understand its complexity and longevity. Women have been subjected to
abuse and ridicule within their relationships in religious texts and throughout history. For
example, the Bible blames Eve for eating the forbidden fruit in the Garden ofEden and
for this transgression women are punished by the painful experience of childbirth. The
Bible verse Genesis 3:16 states, “Unto woman thy husband shall rule over thee.”
Similarly, in ancient Rome, husbands had the legal right to chastise, divorce, or kill their
wives for infractions such as drinking from the family wine cellar or attending public
games without their husband's permission. In addressing the issue ofmale-female
relationships, the American colonies borrowed from English common law, which stated
that a man could not chastise his wife with a rod no thicker than his thumb.35
According to some feminist writers, intimate partner violence is a tradition
consistent with the notion that husbands are the king of land and can assume the right to
discipline their wives who fail to honor and obey them. Feminist writers argue that wife
abuse has its roots in the continued subordination ofwomen, not only in the home, but in
economic and political spheres, as well. Feminist writers claim that the male
domination ofwomen is reflected in the history of laws related to marital violence. For
example, many states originally had laws that permitted men to assault their wives to
enforce domestic discipline.
35
Del Martin, Battered Women in Perspectives on Crime Victims (St. Louis: C.V. Mosby, 1991),
192.
36Katleen J. Tierney, “The Battered Women Movement and the Creation of the Wife Beating
Problem,” Social Problems 29 (May 1982): 210.
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During the 1800s, there was an increased social awareness and disapproval of
wife beating by citizens and legal authorities. Numerous women reformers and other
officials expressed the need for action against spouse abusers. By the 1870, most states
•3«7
had prohibitions on wife abuse, but these laws were rarely enforced. For example:
In 1874 the Supreme Court nullified the husband’s right to chastise his wife under
any circumstances. But the court ruling became ambiguous when it added, if no
permanent injury has been inflected, nor malice, cruelty, nor dangerous violence
shown by the husband, it is better to draw the curtain, shut out the public gaze and
leave the parties to forgive and forget. The latter qualifying statement has become
the basis of the American legal system. Laws against assault and battery are rarely
invoked against husbands because the criminal justice system, which is male
dominated and victims of domestic violence who are primarily female differ in
their interpretation of serious injury, malice, cruelty, and danger.55
In some states, during the nineteenth-century, the law was quite different. Some
states passed unqualified laws against wife beating and in some instances the
punishments were quite harsh. In Maryland for example, the offender could receive forty
TO
lashes or a year in prison, while in New Mexico he could get five years in prison.
Church ministers preached against wife beating and interfered in families where it
occurred and, if unable to stop it, expelled the offender from the congregation. Among
vigilante groups—such as the Regulators of South Carolina, the White Caps, and the Ku
Klux Klan—wife beaters were prime targets regardless of color. A tactic of the White
j7Planned Parenthood, “Relationship Abuse, Intimate Partner Violence, and Domestic Violence




39Elizabeth Pleck, “Wife Beating in Nineteenth Century American,” Victimology 4 (September
1979): 66.
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Caps was, while on Saturday night patrol, to leave a note on the doorstep which read
“Stop mistreating your family or get whipped.”40
Regardless of the intent of nineteenth century lawmakers, it was not until the
twentieth century that intimate partner violence was recognized as a social problem.
Nonetheless, it was still a “silent” social problem with very minimal consequences. For
example, assuming that women victims found the courage to report violent offenses,
police were reluctant to make arrests, district attorneys were reluctant to prosecute, and
judges were reluctant to do more than issue warnings or impose trivial sentences.
Furthermore, victims who overcame the social pressures to stay in the home and “stick
by” their husbands usually had no place to go, since social service agencies offered little
help or protection. In short, abused women were made captives in their own homes
because of indifferent legal and social service systems. As such, most battered wives
have been untreated and neglected even though research suggested that several
psychiatric disorders, such as depression, were caused by chronic abuse.
Today much more attention is given to victims of intimate partner violence than
in the past. This increased attention can be attributed to the feminist movement of the
1970s that spawned the battered women’s movement.41 The battered women’s
movement was created to counteract indifference toward intimate partner violence. It
started, in 1971, in London, England when a shelter house was opened for beaten women




Minnesota, to counsel battered women. According to Kathleen J. Tierney, who
analyzed the movement, its greatest impact occurred in four areas:
1. Services, shelters, crisis hotlines, and various programs to assist battered women
in their interactions with police, courts, and other agencies. For example, more
than 170 shelters opened across the country between 1975 and 1978.
2. Legislation: By 1980, 45 states and the District ofColumbia had enacted new
laws specifically directed at wife beating cases. These laws made it more difficult
for justice agencies to ignore domestic abuse cases and stiffened the penalties
against offenders. Five states—California, Florida Montana, Ohio and
Pennsylvania—imposed a surcharge on marriage licenses to support shelters.
3. Federal funding: Funds were made available, especially in the late 1970’s to
finance local and state programs providing services to battered women.
4. Research and information: Federal money was poured into research projects,
conferences and information services relating to domestic violence.42
Tierney pointed out that the battered women’s movement did not result from a
wave ofpublic sentiment; if anything, the public was ignorant of battered women’s
plight. The sentiment came from existing interest groups, especially feminist groups,
such as the National Women’s Organization and reform groups, concerned with social
services for women who had been abused. The battered women’s movement was aided
considerably by the mass media. Without newspaper, television, and magazine coverage,
which increased dramatically, by 1977, the movement probably would not have been as
successful as it was. Unfortunately, by 1981, the movement showed signs of exhaustion.
42Ibid.
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Although scholarly writing and research reports continued to trickle in, spousal abuse
was of less and less concern to the media and to politicians. In addition, the economic
recession took its toll on new programs to assist battered women.
Theoretical Framework
Although several theories have emerged over the past two decades to explain
intimate partner violence, the failure of a comprehensive theory reflects some confusion
as to whether or not IPV is a form of family violence, a syndrome of battering, or an
entrapment of abused women. One of the most cogent theories argues that, to gain power
and control over their victims, perpetrators use a complex matrix ofpractices to include
intimidation, manipulation, isolation, blaming, exertion ofmale privilege, and
minimizing.43 Other theoretical approaches include interpersonal family dynamics,
structural variables, and cultural norms, which support violence and sexism.
The most popular societal explanation is that violence is as American as apple
pie.44 Violence is often perceived as a normal pathology in the typical American family
that has been exposed to divorce, substance abuse, low socioeconomic status, stress, and
a variety ofmacroevents. Conflict and violence are universal components of the family
dynamics whether implied or direct. The rise of violence in movies, television, and video
games has coincided with the rise of violence and abuse in homes. Violence may be
transferred from one generation to the next through social heredity. Individuals are
43Sandra Barnes, “Theories of Spouse Abuse: Relevance to African-Americans,” Issues in Mental
Health Nursing 12 (January 1999): 357.
44Evan Stark and Anne Flitcraft. Women at Risk: Domestic Violence and Women’s Health.
(California: SAGE Publications, 1996), 109.
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socialized by parents, peer groups, and media regarding acceptable and unacceptable
behaviors.
This study utilized theories that view violence as a symptom of cultural
pathology. The factors that seem to place women at risk of becoming victims of violence
include impaired cognitive functioning, traditional gender roles, and lack of
assertiveness. The literature does not definitively provide predisposing psychological
traits or specific demographic profiles that are consistent with women in abusive intimate
relationships. While there does not seem to be any definitive predisposing traits that can
be applied to women in general, the generalized view of black male/ black female
relationships offer another assessment of IPV and African-Americans. In addition
African-American women’s response to violence is indicative of the impact of social
heritage and cultural norms on IPV and the African-American community. However, the
literature does reveal that IPV impacts women regardless of class, race, sexual
orientation, religious beliefs or ethnicity.
Generally, sociocultural theories offer plausible explanations of domestic violence
because they focus on social and cultural conditions that may lead to violence and the
long-term influence of these conditions on adult behavior. Sociocultural theoretical
explanations of domestic violence may be grouped in two categories: microsocial and
macrosocial. Microsocial theoretical explanations examine the impact of family
experiences including analysis ofmarital roles, power, historical patterns, and cultural
norms within families. Macrosocial theoretical explanations focus on societal influences
including subcultures, economic deprivation, trends in lifestyles, and daily activities.45
45Bames, 358.
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The two sociocultural theories that guide this study are Beth Richie’s gender
entrapment theory and Richard Gelles’ exchange and social control theory. These
theories are used to explain why African-American women remain in abusive
relationships.
Gender entrapment is a dynamic process of cumulative experiences that: (a) have
roots in the individual’s gender identity development in her family of origin, (b) lead to
her experiences of violence in her intimate relationships, and (c) may culminate in forced
involvement in illegal activities.46 The intersections of gender, race, level of
commitment, cultural norms, and abuse create patterns of vulnerability and subordination
for African-American women who are deeply vested in their relationships. This high
level of devotion and commitment makes women feel compelled to accept violence in
their lives to protect the Black male whom they perceive as the “underdog” of society.
As a part of their commitment to the family and the community, African-
American women are socialized to protect the men in their lives who face more societal
challenges than their female counterparts. It is the woman’s perceived duty to understand
the pressures of her counterpart and to forgive him for not being able to flourish in the
world. The woman’s reality is that she is privileged over the men who abuse her. As a
protective factor, the woman tries to make the man feel good about himself by sacrificing
her needs in order to boost his sense ofmanhood.47 The relinquishing of status and
authority in the home allows the man to resume his traditional patriarchal role as head of
46Beth Richie, Gender Entrapment: When Battered Women are Compelled to Crime, (Thousand
Oaks: Sage Publications, 1994), 220.
47Ibid.
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the household. This pattern of protectiveness and feeling sorry for her mate can
become very exhausting mentally and physically as the woman tries to maintain the
relationship. Women may also accept violent relationships due to their insecurities, low
self-esteem, and need to have a man in their lives to feel complete as a person.
An illustration of the detrimental effects of gender entrapment occurs when the
man of the house is repeatedly laid-off from work. As a result of his unemployment, the
woman elects to work overtime to overcompensate for his lack of income. This may lead
to verbal conflicts which can escalate into an onset ofbattering. The African-American
male uses his experience of racial discrimination as an excuse to subordinate his partner,
blaming her for the assaults while constantly putting her down thereby lowering her self¬
esteem. A combination of the psychological and physical abuse may require the victim
to take excessive medical leave from her job which may cause her to be passed over for a
promotion. Her dreams and aspirations are destroyed as depressive mood disorders may
overcome her and body changing her outlook on the world. Ironically, this is the first
time she may feel solidarity with and even closer to her partner as an unemployed
worker.
Some women who experience gender entrapment are forced or persuaded to
commit crimes such as stealing money from employers. The reciprocity or mutual
agreement for her to commit illegal activities helps to strengthen her male/female
relationship.48 The couple agrees that, if caught, an African-American woman would be
treated better by the police than an African-American man. This collaborative planning
for her to steal is perceived as bonding which helps to interrupt moments of abuse. Thus,
48Ibid.
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the woman becomes highly satisfied with the terms of the relationship and feels
supported and cared for by her partner. The victim now feels that her needs for the
relationship which are protection, nurturing, and hegemonic are finally being met.
Thus, understanding why African-American women choose to stay in abusive
relationships requires an examination of the various social and psychological constructs
of perceived reality, operational implications, and individual constructs. Women who
decide to stay in abusive relationships are often characterized as incompetent, weak, and
unskilled, which further engulfs them in the victim role and contributes to their feelings
of powerlessness.49 Their sense ofpowerlessness accounts for their inability to leave the
abusive relationship. While for some women, staying in the relationship is an act of
choice (“I am staying because I love this man”), for others, staying is entrapment (“I do
not have anywhere else to go”).
The most common assumption ofwhy women stay in abusive relationships is that
battered women are trapped beyond their better judgment or against their will. A
woman’s psychological make-up, relationship skills, and social values contribute to her
entrapment in abusive and dysfunctional relationships. Gender entrapment destroys the
victim’s sense of self-worth and erodes her ideology ofhaving a normal/healthy
relationship due to her sense of betrayal. She is socially and psychologically victimized
to the point of learned helplessness. An accumulation of internal and external constraints
entrap battered women to stay in abusive relationships. More specifically, for African-
49Einat Peled and Zvi Eisikovits, “Choice and Empowerment for Battered Women Who Stay:
Toward a Constructivist Model,” Social Work 45 (January 2000): 24.
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American women, it is the convergence of sexism and racism that trap them into
staying in abusive relationships.
The construct of choice, as perceived by battered women, needs examination.
The traditional perspective is that weak women stay in abusive relationships, whereas
strong women leave.50 This has lead to the stigmatization of battered women who stay in
abusive relationships. The choice to stay in an abusive relationship also can be viewed as
one of coercion or entrapment. One must take into consideration the rationale behind the
decision-making process of a battered woman evaluating her perceived cost and benefits
for staying in the relationship. Factors which may contribute to unwise decision making
skills are fear, low self-esteem, exhaustion, depression, lack of coping skills, and shame;
thus, increasing the likelihood that a battered woman will stay with the abusive partner.51
Consequently, the gender entrapment theory argues that women have a certain
degree of freedom of choice within the confined restraints of the relationship. On an
emotional level, the woman is tied to the relationship by common history, love, and
commitment or too ashamed to face her family, all of these factors may psychologically
prevent her from leaving. Entrapment takes place when the woman wants to leave, but
has no place to go because she is not willing to confide in her family or the family does
not provide adequate shelter from the perpetrator. Even if she had a place to go she may
still be emotionally tied to the relationship increasing the likelihood that she may choose
to stay. Women exposed to intimate partner violence are actually limited to available




Likewise, women develop learned helplessness, in their attempt to maneuver
through unhealthy and unsafe relationships. Learned helplessness is a response to
inescapable events that teach an individual that they lack control and are, discouraged
from adaptive responses, such as leaving the batterer. The victims begin to believe that
negative events such as abuse will persist or recur. For the woman, her life becomes, in
effect, inescapable punishment caused by her need to rely fully on others for help, but her
reluctance to do so. The results of learned helplessness include low self-esteem, apathy,
difficulties with problem solving and indecisiveness, all of which are signs of depression.
The victim either sees herself as the problem (personal) or sees the problem as
unchangeable (permanent); thus, a continuation of her state of helplessness. On the other
hand, learned helplessness may also serve as a survival strategy. Even while she is
experiencing multiple psychological deficits, she still has the drive to protect herself.
Gelles’ exchange and social theory of family violence is a microsocial theory that
suggests men use violence in the home because the rewards are greater than the costs, or
because they can.53 Thus, they can use violence without fear of repercussion. Typically,
men are stronger than women so they use violence without fear of being harmed by their
partner if she strikes back. Most women do not possess the strength or endurance to
inflict pain on the batterer. From this basic assumption, we can assume that men will use
violence toward others when the cost of being violent does not outweigh the rewards.
Most men use a combination ofpsychological and physical abuse to maintain power over
52Jacquelyn Campbell, Joan Kun, and Linda Rose, “Depression in Battered Women,” Journal of
the American Medical Women's Association, 51 (May/July 1996): 106.
53Richard Gelles, Family Violence Second ed., (Newbury Park: Sage Publications, 1979), 51.
23
their partners. African-American men attempt to control their partners in order to
overcompensate for their lack of control in society.54
On the other hand, the exchange theory assumes “that human interaction is guided
by the pursuit of rewards and the avoidance ofpunishment and costs.”55 In addition, an
individual who supplies reward services to another obliges him or her to fulfill an
obligation, and thus the second individual must furnish benefits to the first. If reciprocal
exchange of rewards occurs, the interaction will continue. If reciprocity is not received,
the interaction will be broken off. Intrafamily violence is more complex than the
traditional exchange theory in some instances where it may not be feasible or possible to
break off the interaction even if there is no reciprocity.
In the African-American community the exchange/social control theory tragically
suggests violence is used as a tool of control to compensate for the lack of other resources
such as prestige, respect, and money. Society has not provided African-American males
with the resources or opportunities to achieve the much desired social status and respect,
thus making violence a seemingly realistic tool for achieving social rewards. “Social
control is a means of raising the cost of violent behavior to include police intervention,
criminal charges, imprisonment, and loss of status and income that would raise the costs
and lower the rewards of violent behavior.”56 This theory is based on positive
reinforcement and social learning. Men have learned to use violence during childhood to
54Bames, Sandra. “Theories of Spouse Abuse: Relevance to African-Americans.” Issue ofMental
Health in Nursing 12 (January 1999): 357-358.
55Richard Gelles, The Violent Home: A Study ofPhysicalAggression Between Husbands and
Wives, (Newbury Park: Sage Publications, 1974). 111.
56Richard Gelles and Claire Pedrick-Comell, Intimate Violence in Families, (Newbury Park: Sage
Publications, 1985), 166.
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get what they want when other methods no longer work. Violence is viewed as a
resource to achieve desired outcomes when goals or needs are not being met.
People are more likely to be killed, physically assaulted, hit, beat up, slapped, or
cn
spanked in their own homes than anywhere else in our society. The family is viewed as
society’s most violent social institution. People often idealize family structure which is
one of the reasons society has a tendency to overlook family violence or condone its
existence. Violence in families is typically a chronic problem and acceptable in most
societies. Social scientists have concluded that the marriage license is a license to
administer violence. Gelles concluded in his study that just under one in four wives and
one in three husbands expressed that a couple slapping one another was at least somewhat
CO
necessary, normal, and good. These numbers further validate the widespread cultural
acceptance of intimate partner violence.
Methodology
The following components of the research methodology are discussed in this
section: (a) research sample, (b) research procedures, (c) instrumentation, (d) data
collection, and (e) data analysis.
Sample
The eighty-one research participants in this study were African-American women,
ages 19-54, who reported currently being in an abusive relationship. The age range was
chosen to represent the effects of intimate partner violence across the life span of adult




batterer as her partner. This study used data selected from an ongoing three-year study
approved by the Emory University School ofMedicine. This study examined data to
ascertain the level of depression experienced by African-American women project
participants as well as addressing the suicidal behavior and partner abuse reported by the
women.
The purpose is to gather information pertaining to the types of interventions that
are most beneficial to women in abusive situations and who have made a suicide attempt,
so medical professionals can more effectively assist the women. Their goal is to design,
implement, and evaluate a culturally competent empowerment group for low income
women. Objectives of the project are:
1. to design a gender-sensitive, culturally-competent empowerment group
intervention for abused and suicidal African-American women;
2. to implement the intervention component of the project;
3. to conduct follow-up assessments;
4. to compare the relative efficacy of the experimental condition versus control
condition at post-intervention;
5. to empower survivors of intimate partner violence and to reduce their risk for
suicidal behavior.
Research Procedure
As women entered the emergency department or psychiatric emergency center of
the hospital for medical or mental health reasons relating to abuse, a health care provider
contacted the principle investigator to interview potential research participants.
Prospective clients were administered the Screening Questionnaire (see Appendix A)
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which consists of the Universal Screening Tool for Domestic Violence and the Suicide
Screening Questionnaire. The total patient volume in the emergency department is
105,000 per year with 92% of the population being African-American; the total patient
population in the psychiatric emergency department is 24,000 per year.59
Participant Selection
In order to qualify to participate in the study, prospective clients must respond to
the Screening Questionnaire. Qualifications for acceptance entail that women: (a) answer
yes to at least one of the five questions regarding the presence of physical or non-physical
abuse; (b) have had thoughts of committing suicide; (c) meet the age criteria; and (d) be
an African-American female in a male-female relationship within the past year. Women
are excluded from the study if they had a life-threatening medical condition in which
death was imminent or they were unable to complete the protocol because of psychosis,
delirium, or limited cognitive functioning. If they qualify, volunteers are invited to
participate in the project.
In order to ensure that measures of confidentially occur, the researcher performed
the following tasks: 1) only include subjects who have provided a written informed
consent; 2) all forms will be stored in locked filing cabinets; 3) participants will only be
identified by participant number; 4) participants’ names will not be revealed in any
publications resulting from the study; and 5) medical information will not be given to
medical personnel unless the woman’s psychiatric status warrants such sharing of data.
59Nadine Kaslow and Emily Jackson, “Nia Project,” Conducted by Emory University School of
Medicine, Grady Health Systems, 2002.
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Participants were informed of their rights to confidentially as well as their limits
throughout the study.
Participants were asked to complete an authorization to release information (see
Appendix B) and a research subject authorization form (see Appendix C). Participation
in the project consisted of completing 22-29 pre-and-post surveys relating to life events,
concerns, and medical history and participation in ten group intervention sessions.
Participants were given $10 in cash for participation in the sessions and MARTA tokens,
$20 for the first interview (Tl-pre intervention), $30 for the second survey (T2-post
intervention), $40 for the third survey (T3- six month follow-up), and $50 for the fourth
(T4-12 month follow-up) for a total of $150. Telephone calls, letters, and cards were
utilized to remind participants of scheduled appointments. This approach was taken to
increase the likelihood ofwomen participating in all four assessments. All data collected
will be complied into a database for research purposes for authorized persons and
agencies. Benefits to participation the project are that women will learn new ways of
coping and having someone to share their thoughts and emotions with. Participants may
withdraw from the 15 month long project at any time without penalty.
Instrumentation
All qualified participants were asked to complete the Index of Spouse Abuse
(ISA), the Beck Depression Inventory-II (BDI-II), and a demographic data sheet. Table 1
describes each survey instrument and the number of items contained within each section
that was used to gather data. The ISA and the BDI-II are both validated research tools
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with clinical reliability among African-American women.60 The ISA accounted for
both physical and psychological abuse providing a measure of injury which makes it a
compatible measure with the CTS for evaluation purposes. Together, these assessment
tools establish discriminatory ability among abused and non-abused women. The




Index of Spouse Abuse 30
Depression
Beck Depression Inventory-II 21
Data Sheet
Demographics 20
demographic data sheet (see Appendix D) was a four-page questionnaire designed to
obtain the following information: age, income level, current relationship status, ethnicity,
number of children, educational background, and employment status. There were twenty
questions and a client follow-up page. The follow-up page included name, address,
home, work, and cell phone numbers. Each person was assigned a subject number and an
interview number for verification purposes.
60Nadine Kaslow and Emily Jackson, “Nia Project” Conducted by Emory University School of
Medicine, Grady Health Systems, 2002.
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The ISA (see Appendix E) was designed to measure the degree and types of
partner abuse on a scale of 1-5 varying from never (1), rarely (2), occasionally (3),
frequently (4), very frequently (5). Partner was defined as a person the woman had been
dating, living with, committed to, or separated from within the last year.61 This
measurement tool was used to assist in predicting severity of various types of abuse.
The ISA is a self-report questionnaire designed to be administered to the female
victim. The scale is designed to measure the individual’s degree of abuse experienced in
the relationship and each item assessed some aspect of a partner’s abusive behavior
towards the victim. The 30-item questionnaire assessed the presence and severity of
physical abuse (ISA-P) and nonphysical abuse (ISA-NP) using a five-point Likert scale.
There are 11 ISA-P (M=6.94, SD 15.71, range =0-100) and 19 ISA-NP (M= 12.88, SD
= 19.63, range =0-89.41) items describing violent acts for the victim to select. Two of
the 11 questions included on the ISA-P (questions 4 and 21) directly pertain to sexual
abuse. The ISA assesses psychological, sexual, and physical abuse assigning each item a
score. Some items were differentially weighed to represent a more serious nature of IPV.
The scale provided internal consistency, reliability, and content and construct validity,
especially for African-Americans participants.62
The BDI-II (see Appendix F) is a self-administered, multiple choice instrument
comprised of 21 statements requiring the participant to select the intensity of an emotion
61Nadine Kaslow, Martie Thompson, Brandon Gibb, Leslie Hollins, Lindi Meadows, Diana
Jacobs, Hallie Bomstein, Akil Rashid, and Kim Phillips, “Factors That Mediate and Moderate the Link
Between Partner Abuse and Suicidal Behavior in African-American Women,” Journal ofCounseling and




on a scale of 0-3 (0=none, l=mild, 2=moderate, 3=severe). The BDI takes
approximately ten minutes to complete. Clients need at least a fifth-grade reading
capability to adequately understand the questions.
The BDI is an established inventory with reliability and validity for
manifestations of depression, but not subtypes. The BDI measures characteristic attitudes
and symptoms of depression in clinical and non-clinical patients. Each item consists of a
group of statements which reflect negative attitudes toward self, performance
impairment, and somatic disturbances that the participant had been experiencing during
the past two weeks including the day of the interview. Participants were asked to choose
the highest number for that group making certain not to select more than one choice per
question. They were advised that if several statements in the group seemed to apply
equally, choose the highest number for that group.
Level of depression was calculated by adding each response in order to gain a
total score. Scores ranged from 0-63 depending on the participants’ depressive
symptoms. The ranges were as follows: 0-10 absence or minimal depression, 11-18 mild
to moderate depression, 19-29 moderate to severe depression, and 30-63 severe
depression. Scores ranging from five- nine were considered normal ups and downs.
Scores below four indicated possible denial of depression. Scores over 40 suggested
possible exaggeration of depression or borderline personality disorders. A total score
was calculated for each study participant.
63A.T Beck, R.A. Steer, and G.K. Brown, BDI-II: Beck Depression Inventory Manual (2nd ed.)
(Boston: Harcourt Brace, 1996), 44.
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The severity of depression was based on the participants score on the BDI-II.
Mild symptoms which usually impact one’s daily functioning activities included feeling
sad, withdrawal from people, blaming self, fatigue, loneliness, and sleep disturbances
from time-to-time. Moderate symptoms included all of the above on a daily basis for two
or more consecutive weeks, but occurring more frequently and severe. Severe symptoms
occur when the individual feels as though life is not worth living, loss of energy,
recurrent thoughts of death, crying a lot, episodes of insomnia, drastic changes in weight,
and poor concentration.
Data Collection
I was instrumental in the collection of the data by conducting interviews,
facilitating group sessions, and referring clients to community resources. The researcher
was assigned to conduct face-to-face semi-formal interviews with qualified participants
and to facilitate Domestic Violence Intervention group sessions. Interviews were
scheduled Monday through Friday between the hours of 9:00 a.m. and 1:00 p.m. in three
hour blocks. Participants were scheduled for four interviews Tl, T2, T3, and T4. These
assessment batteries were identical with the exception of T2 which included an
Intervention Satisfaction Survey. All four interviews also included questionnaires
pertaining to individual parameter measures, stressor measures, coping processes and
resources and adjustment outcome measures. Although, measures have been modified to
match the overall literacy ofpatients, the questionnaires were read aloud to participants
due to overall low literacy rates of clients who come to the hospital for treatment. If a
woman was identified as being suicidal, severely depressed, psychotic, or homicidal at
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any point during the assessment, she was immediately referred for psychiatric
intervention.
T1 was the longest interview session, and required up to three hours to gather
baseline data. T2, T3, and T4 usually took two hours per participant. Every
questionnaire was read aloud to the participant while they followed along with a response
guide. After reading each question, the researcher marked the participant’s response on
the questionnaire. Some of the women did know how to appropriately answer question
number one on the demographic data sheet which read: “What is your current
relationship status?” Most of the women considered themselves single, even if they were
separated since there was no hope for reconciliation.
The very last form to be completed in the interview process was the Effectiveness
ofObtaining Resources Scale (EOR). This form provided participants the opportunity to
evaluate how effective they were in accomplishing their goals in certain areas such as
education, housing, finances, and social support (see Appendix G). This part of the
interview provided the victim an overall picture of the gradual progress she had made
since inception of the program. Based upon the patient’s response to each question, her
level of commitment to the program and herselfwas determined. The questions on the
instrument which she answered “not very effective” were the areas which required more
effort. The response assessment provided the opportunity to help the participant develop
a procedural plan for progress. After completing the interview, participants were
compensated for their time and asked to sign a receipt for payment.
After completing the interviews, women were placed in one of the four
intervention groups lead by a team member. The goals of the groups were to offer
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support, information, and resources. Each week the group focused on a different topic
such as domestic violence education, safety planning, community resources, social
support, and coping and problem-solving. No new members were allowed to join the
group after week one had concluded. All group sessions were held with a high level of
confidentiality and regard for the privacy of others. Participants were asked to leave the
group if suspected of being under the influence of alcohol or drugs and were referred for
substance abuse treatment. Each client was paired with a buddy within the group to
provide extra support. All participants had access to the resource room, a small library
with information about the community, programs in the city, legal matters, substance
abuse treatment, counseling, shelters, and housing. Childcare was provided for children
of all ages with proper notification.
The support group meetings were ten weeks long with each session lasting 90
minutes. Participants were expected to attend all ten sessions referred to as the Circle of
Elope. Sessions occurred once a week and were videotaped to ensure that the
intervention as described was provided. Treatment integrity videotapes were randomly
selected for evaluation. The intervention program format for the ten-week period was as
follows:
Week 1: Introduction of the group members, role of co-leaders and participants
were discussed, and participants were asked to develop personal goals for the
intervention program.
Week 2: IPV education included types of abuse, child maltreatment, and previous
exposure to violence experienced by victims and children.
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Week 3: Suicide education was addressed highlighting risk factors such as
depression, substance abuse, self-esteem, and hopelessness.
Week 4: Safety planning with emphasis on community support and resources was
the focus of the group session.
Weeks 5/6: Coping and problem solving, defining the problem, identifying
feelings about the problem, generating alternatives, and evaluating potential obstacles
formed the basis of interventions.
Weeks 7/8: Focus was on ways to improve social support by educating the
women on the importance ofpeers, agencies, health care professionals, and the family.
Strategies were offered to help participants utilize social support networks.
Week 9: Guests from community organizations (Georgia Commission on Family
Violence, Partners Against DV) discussed their programs and services offered.
Week 10: Termination of the group ended with discussion on previously
presented materials and elicited feedback from the participants.
The domestic violence (DV) support groups met on every Tuesday for an hour
from three to four. The group usually consisted of five to eight women who had
completed the project or were currently enrolled. The DV groups were open to the public
so any woman who had in the past or was currently experiencing violence in their lives
were able to participate in group sessions. Women shared their stories and received
feedback from other group members. Participants who were seeking any type of
assistance such as housing, food, clothing, or employment utilized the resource room.
DV sessions provided an outlet and an opportunity for survivors ofDV to support and
encourage their peers to take control of their lives.
Data Analysis
35
Quantitative analyses were conducted using the Statistical Package for the Social
Sciences, SPSS software 11.0. The dependent variable was depression. The independent
variable was intimate partner violence. A Pearson Correlation was conducted to
determine the relationship between depression and abuse. Three subscales were created:
(a) ISA-Physical; (b) ISA-Sexual; and (c) ISA-Psychological. Descriptive statistics were
conducted to describe demographic characteristics of the sample population. A multiple
regression analysis was conducted to determine the relationship of each independent
variable (i.e., age, income, abuse, employment, and homeless) to level of depression. A
step-wise multiple regression analysis was utilized to determine potential predictors of
depression to extract the best subset for use of the BDI-II.
Research Questions and Hypotheses
Research Question 1: How do demographics relate to level of depression in
African-American women exposed to intimate partner violence?
Hoi: There are no significant relationships between demographics ofAfrican-
American women exposed to intimate partner violence and their level of depression.
Research Question 2: How does the form of abuse experienced by African-
American women exposed to intimate partner violence relate to their level of depression?
H02: There are no significant relationships between the form of abuse experienced
by African-American women exposed to intimate partner violence and their level of
depression.
Research Question 3: How do multiple forms of abuse experienced by African-
American women relate to their level of depression?
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Hor. There are no significant relationships between level of depression among
African-American women and multiple forms of abuse.
Delimitations
The instrument tools used may not identify all of the symptoms of depression that
abused women may experience; therefore, there may be other symptoms of depression
which may have been overlooked. The data collection was highly formalized prohibiting
investigators to ask questions not provided on the survey instruments thus limiting
discussion relative to intimate partner violence and its ramifications as it pertains to each
study participant.
There is a paucity of research on how IPV affects the lives of African-American
women. Ethnic, cultural, and sociodemographic variations could influence symptoms. In
this small body of understudied research there is a lack of ethnic group specific data
relevant to interventions. Culture shapes what people define as acceptable and
unacceptable in intimate relationships. What is not considered acceptable in one culture
may be normative in another culture. There are limited comparisons ofAfrican-
American women with Caucasian women or other women and a lack of examination of
contextual variables that increase African-American women’s vulnerability to IPV and
subsequent consequences.
Chapter Organization
Chapter One provides the purpose, rationale, and the theoretical framework and
methodology. Chapter Two is the review of the literature. Chapter Three states and
discusses the context of the problem. Chapter Four reveals the major findings of the
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study. Chapter Five provides a detailed discussion of the findings. Chapter Six is the
conclusion and offers recommendations for future research.
Summary
The causes of intimate partner violence (IPV) are complex and multidimensional
affecting battered women’s emotional and physical health, well-being, and livelihood. In
order for IPV to exist, two factors must be present; violence and the unequal position or
control of a woman by her intimate partner. Intimate partner violence usually consists of
physical, sexual, and/or psychological abuse by an intimate partner. As severity and
frequency of abuse increase so will symptomology having a direct negative impact on
women’s health status. There is a strong positive relationship between IPV and women’s
psychological health symptoms. Health care practitioners have stated that battered
women seek more medical attention than non-battered women. Health care providers
have labeled women victims who are experiencing DV as manifestations of stress and as
individuals difficult to treat.
Depression affects the body mentally and physically, taking a toll on the whole
body often leaving her powerless. Women do not recognize their symptoms and
physicians rarely screen for depression among victims of IPV. Untreated depression can
lead to long-term medical conditions, disrupt work, interfere with family interaction, and
disrupts social activity. Eliminating violence from the lives ofwomen is the prevailing
solution to reducing the psychological and physical effect of IPV. Given the potency and
magnitude ofmost cases involving IPV, this researcher, therefore, has deemed it




Abuse - inflicting or attempting to inflict personal injury on an adult by other than
accidental means as well as physical restraint, or malicious damage to the personal
property of the abused party.
Acquaintance rape - unwanted, coerced and/or forced sexual penetration that occurs
between people who are known to each other. This relationship may be a dating
relationship or a blind date. Most often the victim and perpetrator are in the same social
circle and peer group.
Batter - to beat or strike with blow after blow; to subject a smaller or weaker person to
frequent beatings.
Battering- a chronic and continuous intentional act used to establish and maintain control
over another person.
Culture - historically transmitted pattern ofmeanings embodied in symbols; a system of
inherited conceptions expressed in symbolic forms by means ofwhich humans
communicate, perpetuate, and develop their knowledge about and attitudes toward life.
Danger Assessment Scale - one of the most commonly used risk assessment measures to
assess the risk of violence escalation or the potential for homicidal violence among
domestic violence offenders.
Depression - thoughts of ending one’s life, blaming one’s self for things, feeling sad,
feeling no interest in things, feeling hopeless about the future, and trouble concentrating.
Dominance - focus by the violent partner which may lead to isolation, including the rigid
observance of gender roles, demands for subservience, and isolation from needed social
support resources.
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Emotional ambivalence - basic characteristic of love that can cause people to be
confused and behave in ways that appear, at first glance, antithetical to their intentions.
Indigent - individuals living below the economic standards: impoverished.
Intimate partner violence - physical and psychological abuse ofwomen by current or
former male partners, including sexual abuse, abuse during pregnancy, rape, stalking, and
physical assault.
Physical abuse - the most visible form of abuse and may be defined as any act, which
results in a non-accidental trauma or physical injury to another individual.
Physical assault - behaviors that threaten, attempt, or actually inflict physical harm upon
another by a batterer.
Psychological abuse - any nonphysical behavior that controls a victim’s behavior through
the use of fear, humiliation, and verbal assault on a person’s emotional state.
Rape - sexual engagement that occurs without the victim’s consent and involves the use
of threat or force which allows for penetration of the victim’s vagina or anus by penis,
tongue, fingers, object, or the victim’s mouth on the rapist penis.
Recidivism - a tendency to relapse into a previous condition or mode of behavior by a
batterer.
Sexual abuse - forcible sexual contact, which may or may not involve penetration, in
which the victim does not or is unable to give knowing consent.
Sexual assault - any form of sexual penetration, oral, anal, or vaginal, where the victim
does not want to or is unable to give knowing consent.
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Sexual coercion - compelling someone to submit to an unwanted sexual act by
intimidating, threatening, misusing authority, manipulating, tricking, or bribing with
actions and words. When a person is coerced, she or he has not given consent.
Social abuse - isolation, restraint from activities, and denial of resources to the victim.
Spouse abuse - deliberate severe and repeated injury to one domestic partner by the other
in efforts to control the attitudes and behaviors of the victim.
Stalking - course of conduct directed at a specific person involving repeated visual or
physical proximity; nonconsensual communication perpetrated by the abuser.
Verbal abuse - the use of language to manipulate, control, ridicule, insult, humiliate,
belittle, vilify, and show disrespect to disdain another.
CHAPTER II
LITERATURE REVIEW
This chapter provides a framework for understanding the experiences of violence
in the lives ofAfrican-American women. The attention that intimate partner violence
receives today reflects the unresolved issue of domestic violence. Since the identification
of family violence, social scientists and other professionals have tried to eradicate the
problem as well as evaluate its devastating effect on women. Numerous government
agencies have been established to help the victims and correct the perpetrators abusive
actions yet, more and more women, especially African-American women, are still victims
suffering from the repercussions of intimate partner violence and potential depression.63
This section will address the nature of intimate partner violence, historical background of
partner abuse, risk factors, and forms of abuse which often lead to depression. Policy
issues along with intervention and prevention are discussed to include detecting,
evaluating, and treating IPV.
Nature of IPV and Women
Intimate partner violence (IPV), a form of domestic violence (DV), is a
contributing factor to the deteriorating physical and psychological health ofwomen.





negative immediate and long-term side effects. The vast majority ofDV or IPV
cases involve male perpetrators and female victims. Although there are cases of female
perpetrators and male victims this study only investigated the male perpetrators and
female victims. Even though men can be abused by an intimate partner, women are more
likely to be seriously injured by an intimate partner. At least 28% of American couples
experience at least one act of IPV during their marriage. Another 16% of couples
experience at least one act of violence a year, and 6% experience an act of severe
violence.64 Injuries sustained from IPV, according to the American Medical Association,
account for 22-35% ofwomen who visit the emergency room annually.65
The social ramifications of IPV can strain a woman’s relationship with co¬
workers, friends, and family members due to the nature of the violence or fear of
humiliation. Social withdrawal is likely to occur in an effort to avoid facing inquisitive
people who might question the victim about physical injuries. If injuries such as bruises
or a black eye are visible, this may prevent a woman from going to work, participating in
social activities, or going to school due to fear of humiliation. Even if the injuries are not
visible, they can still impede on the woman’s daily functioning activities such as driving,
bathing, cooking, or cleaning; thus reducing productivity. In this instance, some women
begin to feel and act depressed, isolated, and withdraw to avoid embarrassment.
Victims of IPV are confronted with ongoing psychological stress related to
impairment. Research demonstrates that mental and emotional health impairment
63Jacqueline C. Campbell, “Health Consequences of Intimate Partner Violence,” Lancet 359 (April
2002): 7.
64William Oliver, “Preventing Domestic Violence in the African-American Community,” Violence
Against Women 19 (May 2000): 533.
65Ibid.
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associated with the exposure to any form of IPV can lead to depression, anxiety,
suicide, drug abuse, non-affective psychosis, and mood disorders.66 Women exposed to
any IPV report significantly increased rates ofmood disorders. Psychological sequela
include elevated levels of depression, posttraumatic stress disorder symptoms, low self¬
esteem, helplessness, and anxiety. Psychological abuse involves verbal threats,
intimidation, isolation, and blaming.67 It is the repeat violation of basic human rights
such as access to transportation, control of daily activities, minimization of outside
communication, and access to money that further adds to the lived experiences of victims
of IPV. Emotional distress may include fear, frustration, confusion, or sadness, which
can damage the emotional well being of the victim. Finally, traumatic stress can interfere
with day-to-day functioning causing startling responses, nightmares, increased irritability,
z-o
or emotional numbness. Research states that IPV can be traumatic for anyone even
years after the abuse has stopped.
Depression
The one aftermath of IPV is depression which is the most frequently and
commonly reported mental health problem for women.69 Seventy-five to eighty percent
66Janice Humphries, Kathryn Lee, Thomas Neylan, and Charles Marmar, “Psychological and
Physical Distress of Sheltered Battered Women,” Health Carefor Women International 64 (December
2000): 401.
67Carl Bell and Jacqueline Mattis, “The Importance ofCultural Competence in Ministering to
African-American Victims ofDomestic Violence,” Violence Against Women 7 (May 2000): 515.
^International Society for Traumatic Stress Studies, “Intimate Partner Violence,” Available
online from http://www.istss.org/terroism/Intimate Partner Violence.htm. accessed December 2003.
69Jones, 18.
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ofwomen who experience abuse in their relationships also report depressive
symptoms.70 This reoccurring symptomology appears to be based upon the various
societal roles into which women are forced. Depression is rampant in females across a
wide variety of cultures, socioeconomic status, and societies.
Also, studies reveal that women suffer far greater rates of depression than men
and it affects one in five females over the course of a lifetime.71 At least half of these
women will suffer from a second disturbing episode of depression. The rates of
depression are significantly higher for women who have been exposed to physical or
psychological abuse. Further, existing studies reveal that women who experience severe
forms of IPV are more likely to be depressed than women who experience mild forms of
IPV. Depression and anxiety often impede physical functioning and may increase
women’s susceptibility to physical illnesses. Studies also reveal that over time there is a
reciprocal relationship between depression and physical health problems.
Statistics regarding depression in African-American women are either non-existent or
uncertain.72 Throughout history African-Americans have been improperly diagnosed and
under-diagnosed in regards to depression. The depression rate among African-
American women is estimated to be almost 50% higher than the rate among Caucasian
70
Lara Savicevic, “Depressed Symptoms Among Psychologically and Physically Abused
Women Who Seek Refuge in Domestic Violence Shelters,” (Ph.D. diss., Adler Professional School of
Psychology, 2004) 22.
71John McManamy, “Depression in Women,” Available online from
www.suitel01.com/article.cfm/3694/19998. accessed May 2005.
72Healthy Place, “Examining Depression Among African-American Women from a Psychiatric
Mental Health Nursing Perspective,” Available online from
www.healthvplace.com/communities/Depression/minorities 8.asp. accessed July 2006.
73Stephanie L. Ogle, “Depression Should Not be a Dirty Word,” Available online from
www.bellaonline.com/articles/arts571 .asp, accessed September 2006.
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women.74 The rates ofmental health problems are higher among African-American
women due their experience of being Black. These experiences include racism, cultural
alienation, oppression and discrimination. Ogle only reports that their limited access to
health care and lack of trust in medical health professionals, due in part to historical
experimentations, such as the Tuskegee Syphilis Project and sterilization ofBlack women
following the delivery of a baby. Further Ogle maintains that the perspectives held by
African-American women results in African-American women being more likely to seek
help from the church, family, and friends during periods of emotional distress, rather than
health professionals. Also nearly one-fourth of African-Americans are uninsured. 75
There have been several studies conducted related to intimate partner violence
and its relationship to psychiatric disorders. It is reported that there is a high occurrence
ofpsychiatric disorders among disorganized and poverty stricken neighborhoods.76 The
most common psychiatric disorder found in lower socioeconomic groups is depression
and the group that is mostly affected is women. Some researchers correlate poverty with
depression while others reject this notion and point to biological factors as the root cause
of depression. For example, Rubinow et al. trace the root of depression to hormonal
changes77 while Robins found that there is a significant relationship between depression,
74Ibid.
75NAMI, 2.
76Romero Valdez, “Poverty and Depression,” Journal ofAmerican Medical Association 56 (April
1997): 32.
77DR Rubinow and PJ Schmidt, “Estrogen-serotonin interactions: Implications for Affective
Regulation,” Biological Psychiatry 44 (November 1998): 839.
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poverty, and domestic violence. There are many reasons why these women become
depressed and one reason is exposure to an abusive partner. A host of studies has proven
that more women suffer clinical depression because they have been abused by their




Richard Gelles theorized that violence against spouses stemmed from the same
condition responsible for child abuse, namely, stress and learning patterns of both men
and women support violence. He recognized that like child abuse, spousal abuse was
disproportionately concentrated in the lower class. The lower class is more likely to be
exposed to stressful life situations but is least likely to have the resources to handle such
situations. Poverty, in addition to experience with and exposure to physical aggression
makes the lower class more susceptible to spousal abuse. Richard Gelles and Murray
Straus concentrate on the conditions underpinning wife or partner abuse stating that
cultural norms approve such violence. Gelles and Straus are manifested by family
members’ acceptance of normal violence and by official legitimating of family violence
by police, prosecutors, and judges who refuse to move against offenders. However,
78Lee N. Robins and Darrel A. Regier, Psychiatric Disorders in America: The Epidemiological
Catchments Area Study, (New York: The Free Press, 1990), 223.
79Richard Gelles, The Violent Home: A Study of Physical Aggression Between Husbands and
Wives, (California: Sage Publications, 1974), 568.
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much of the problem is rooted in the sexist nature ofAmerican society.80 To support
his argument, Gelles and Straus describe nine sexist aspects of violence:
1. Male authority: There is a presumption that males are superior. In the face of a
challenge to their authority, males often resort to physical violence to maintain or
restore their positions ofpower and superiority.
2. Compulsive masculinity: Physical aggressiveness is linked with the identity of
being a “man.” To be passive is to be “womanlike”, a shameful trait in a “real”
man.
3. Economic constraints: There are few alternatives for women seeking economic
independence. Physical assaults often are tolerated because of women’s lack of
economic prospects outside marriage that allows them sustainability.
4. Burdens of child care: Women are given the primary responsibility for raising
children. Occupational discrimination against women and the lack of other
resources that would allow them to independently support their children lock
women into marriage.
5. Myth of the single - parent household: There is a widely held assumption that a
woman alone cannot adequately raise her children.
6. Preeminence of the -wife role: While men have a wide range of acceptable roles
from which to select, women are expected to concentrate on becoming wives and
mothers.
80Richard J. Gelles and Murray A. Straus, “Behind Closed Doors,” (New York: McMillan
Publishing, 1981), 63.
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7. Negative self-image: Women regard themselves as inferior and are, thus,
tolerant of male aggressiveness.
8. Women as children: The husband is the “head of the household” while the wife is
presumed to be under his control, just like the children. In short, husbands are
seen to have a moral right to discipline their wives as they do their children.
9. Male orientation ofthe justice system: Justice in America is run by males, for
males. Consequently, victimized wives can anticipate little help from the system,
and offending husbands can anticipate little trouble.
Gelles and Straus conclude the discussion asserting that only when sexism and its
inequalities are eliminated will violence in the home begin disappearing. A third
theoretical approach to wife beating that is noteworthy is offered by two British
behaviorists, Emerson Dobash and Russel Dobash. This theory suggests that wife
beating can be understood only within a historical context. The analysis offered by
Dobash and Dobash emphasizes the traditional subordinate status ofwomen in religious,
economic, and political institutions, but especially in the family structure that is
historically patriarchal.81
Moreover, the structure of patriarchy is one in which the wife is relegated to a
position of power and privilege inferior to that of the husband. He is in control while she
is to be obedient. This structure ofmale dominance constituted the ideology that women
are not the equals ofmen. While Dobash and Dobash’s historical analysis ofpatriarchy
begins with early Rome, they believe that the current situation started to solidify in the
sixteenth century. At that time the rise of industry began to break up the family as an
81Dobash and Dobash, “Violence Against Wives: A Case Against Patriarchy” (New York: Free
Press, 1977), 52.
economic unit the male worked outside the home while the wife was isolated in the
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home. In addition to the rise of industry, the rise of Protestantism emphasized loyalty
between spouses and the home as the spiritual center of life. During this time, according
to Dobash and Dobash, a husband was justified in using violence against his wife if she
did not live up to the duties expected of her. Communities approved of such violence, as
long as it remained within certain bounds. Even the law recognized that certain situations
called for “chastisement” ofwives, but rarely of husbands. In England, the law giving
husbands the right to chastise their wives was not abolished until 1829. In the Untied
States the right to chastise your wife was abolished in 1894.
Also of equal importance is the socialization process in which girls discover that
they ultimately are to become wives and mothers. During this socialization process, girls
learn attitudes of love, respect, deference, and dependence that prepare them for a
subordinate position in matrimony. Boys, on the other hand, do not learn how to be
married. Their real destinies lie outside the home. Even during dating and courtship, the
authority position of the male is asserted and reinforced.
Thus, in a real sense, women learn to accept the possibility of violence as part of
marriage.82 When violence does first occur, the husband’s reaction often is that he is
sorry but the wife was asking for it, or at least deserved it. The wife’s response will
usually complement this interpretation. He could not possibly hit her for nothing, so she
must be to blame for provoking the outburst. She sees her “guilt,” forgives her husband,
and seeks to change her behavior so he has no reason to hit her again. Dobash and
Dobash argued that battered women are the legacy of the patriarchal family system in
82Ibid.
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which man is the authority and provider while woman is obedient and dependent.
Dobash and Dobash, further argue that the end of violence against women will not come
from simply identifying the characteristics of violent families, but from eliminating
women’s subordination.
Cycles of Violence
Intimate partner violence usually occurs in a cycle with three general stages.83
First, the abuser uses words or threats, perhaps humiliation or ridicule. Next, the abuser
explodes at some perceived infraction by the other person, and the abuser's rage is
manifested in physical violence. Finally, the abuser "cools off," asks for forgiveness, and
promises the violence will never occur again. At this point, the victim often abandons
any attempt to leave the situation or to have charges brought against the abuser, although
some prosecutors will go forward with charges even if the victim is unwilling to do so.
The abuser's rage begins to build again after the reconciliation and the violent cycle is
repeated.
For example in 1979, Lenore Walker interviewed 1,500 battered women and
discovered that they described the same kind of erratic cycle in their abusive
relationship.84 There are three phases to the abusive cycle: tension building, explosion,
and honeymoon. Phase one begins when the couple is close and the interactions are
positive; the relationship is in “good standing.” The tension starts to build up when
anything negative happens, such as experiencing “a bad day,” or a major event occurs,
such as losing a job. All relationships experience some type of tension but in healthy
83Tubman Family Alliance, “Cycle of Violence,” Available on-line from
htpp://www.harriettubman.org/want_info/philosophy/cycle_of_violence.ht ml, accessed April 2006.
84Ibid.
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relationships partners are considered equals. In abusive relationships the batterer needs
power and control to engage in blaming and anger. This causes the tension to continually
escalate as the abuser starts to become furious. The batterer might start fights, act
moody, criticize or threaten the victim, or use drugs. During this tension building stage,
there is a breakdown in communication in which the victim feels a need to keep the
abuser calm and relaxed, and the victim feels as though “they are walking on eggshells.”
Phase two begins the explosion. It is in this phase that the violence begins after a
point of escalated tension building. The abuser may hit, attack, and sexually or verbally
abuse his partner. This incident may occur, for example, because the male is so angry or
intoxicated that he looses control and explodes. Batterers believe that this type of
behavior helps to relieve stress and tension by their taking control of the situation and
their partner. Feelings of fear and shock are common among victims during this phase.85
The last phase, the honeymoon, occurs after the explosion during which time,
loving and remorse take place. The batterer feels guilt or remorse from the inappropriate
release of tension. He tries to apologize for his acts of rage with such acts as purchasing
flowers, reestablishing intimacy, and security. The offender will also blame the victim
for the violent episode as he tries to minimize accountability for his abusive behavior.
The woman, on the other hand, may become confused and hurt feeling that maybe it was
somehow her fault. The abuser may momentarily stop drinking, seek help, or attend
counseling to convince the victim that the abuse will not occur again. This makes the




Nonetheless, after a condensed period of time, the cycle starts to repeat itself
when the loving fades. The batterer pretends the abuse never took place and promises to
be a better partner. The couple believes that each incident is isolated and unrelated to the
next. Without intervention, the cycle has a tendency to become more frequent and the
violence escalates over time. Eventually, the loving and contrite phase no longer exists.
The abuse is more vicious and the victim often needs medical attention. This cycle is
seen as never-ending if the victim does not leave the abuser. The duration of the cycle
will vary depending on the relationship.86
At the core of abusive relationships is an imbalance and abuse ofpower, in which
one partner exhibits behaviors designed to control the less dominate partner. Power of
control tactics and behaviors of individual abusers are represented in the Power and
Control Wheel87 (see Figure 1). This model was designed by battered women who had
been abused by their male partners and who were attending women’s education groups
sponsored by a women’s shelter. The intent of the wheel is for use in curriculum
designed for men who have used violence against their female partners. The wheel
exemplifies the relationship between violence and power and symbolizes the relationship
between physical and sexual violence, which the abuser often employs to gain power and
control.
86Ibid.
87North Dakota Council on Abused Women’s Services, “Power Wheel,” Available online from
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Making and/or carrying out threats
to do something to hurt her
threatening to leave her, to
commit suicide, to report
her to welfare • making
her drop charges • making
her do illegal things.
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Fig. 1. Power Wheel. Reprinted, by permission, from Domestic Abuse
Intervention Project (Dulth, Minnesota, 1981).
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The spokes of the wheel represent the eight themes: (a) using intimidation, (b)
using emotional abuse, (c) using isolation, (d) minimizing, denying, and blaming, (e)
using children, (f) using male privilege, (g) using economic abuse, and (h) using coercion
and threats. Each theme or spoke represents a tactic used to exert control or gain power,
which is the hub of the wheel. The rim represents physical and sexual violence which
supports the spokes. The witnessing of violence in the home is a consistent risk factor of
adult violence. The sons ofwomen who have been beaten are more likely to beat their
partners and the daughters ofwomen who have been beaten are more likely to be beaten
as adults.88 Violence in the home of children teaches them that violence is socially
acceptable, a norm. Violence becomes a learned social behavior for both men and
women. Hence, the family of origin provides a training ground for the perpetuation of
violence with the notion that the ones who hit you are also the ones who love you the
most. Violence continues as an acceptable solution for resolving family conflict.
Forms of Abuse
However common, spouse abuse remains a problem for women and impacts a
considerable number ofwomen regardless of race or class. A study was conducted by
Straus, Gelles and Steinments who polled a national sample of 2,143 couples about the
instances of violence occurring within their homes. Since violence and abuse are very
vague terms, these researchers relied on eight forms of violence ranging from “threw
something” to “used a knife or gun” in connection with violence between spouses. The
88




researchers used the five most serious forms of violence to construct a beating index:
(a) kicked or punched, (b) hit or tried to hit with something, (c) beat up, (d) threatened
with a knife or gun, and (e) used a knife or gun. Some of their findings were:
1. For four percent of the couples, a knife or gun was used against a spouse at
sometime during the marriage.
2. Ninety percent of those who claimed that they had been beaten reported fear,
anxiety and other related emotional strain.
3. Women victims manifested low self esteem, poor self confidence, and either
gained weight or lost weight after every violent incidence.
4. It was estimated that approximately sixty-five percent of wife beaters believe that
their spouse deserve to be beaten.90
The first type of violence is directed against inanimate objects rather than against
a person. The purpose it to impress the spouse with what is in store if things do not
change. The form of violence is considered a threat, psychological abuse. The husband
puts his fist through a wall or door or throws a dish through a window for the purpose of
indicating, “This is what will happen to you if.” The second type of violence Gelles
refers to as normal violence. It is aimed at achieving a specific short-term goal. In short,
the victim admits, “I asked for it.” Gelles found that a typical justification by the husband
is:
I have slapped her on the arm or in the face a few times to shut her up. Not really
an argument, it’s usually when the kids get hurt. She just goes completely spastic.
She just doesn’t know what to do. She just goes wild so you’ve got to hit her or
something to calm her down so she ’ll come to her senses.
^Ibid.
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Secondary violence arises when there is concern over violence against a third
party. The most likely situation is when one parent spanks a child in a manner that
provokes the other parent to react violently in defense of the child. This is a form of
physical violence. Protective reaction involves defensive tactics. For example, the wife
who anticipates violence from the husband beats him to the punch or a spouse may
retaliate for past victimizations.
Volcanic violence is a fifth type ofmarital violence described by Gelles. It
apparently results from stress and frustration and provides a tension release from outside
pressures and failures, such as the loss of a job. Obviously, not all stress originates
outside the family. Gelles notes that there may be a relationship between a wife’s
pregnancy and the likelihood that she will become a target of violence. Thus, it is
possible that family stress accompanying pregnancy could be related to volcanic
violence.
The two remaining types of violence are alcohol related cases, in which husbands
attack only when they are intoxicated, and sex-related attacks, which stem from jealousy
and accusations of the wife’s cheating. Another form of violence should be added, that is
marital rape, which is a form of sexual abuse. As in the case of practically all forms of
family violence, the “discovery” ofmarital rape came in the early 1970’s. From the
perspective of the criminal law in most states, this is a contradiction; in only twenty states
can husbands who are not living apart from their wives be prosecuted for raping their
wives.
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Risk Factors for Women
However, risk factors for IPV may include, but are not limited to, the number of
children, the socioeconomic status, social and demographic characteristics, substance
abuse, the education level, the relationship conflict, previous exposure to abuse, and the
gender norms which vary across cultures. Poverty is a key contributing factor to IPV
among minorities. The unplanned birth of a child adds “another mouth to feed” which
may increase the level of stress in the relationship. Poor people have fewer resources to
reduce stress, which may increase the likelihood of them lashing out at each other. The
constant lashing out ofpartners turns into relationship conflict of verbal disagreements
which can escalate into physical aggression, an expression of anger and frustration. It is
a social norm for men to lash out, becoming verbally aggressive as an explanation of
male behavior. These stereotypes are often transmitted through their expression of
manhood as exemplified in sporting events. Women are taught to be subservient and
hold back their anger allowing their partner the opportunity to vent. This is an example
of societal sex roles, which condones male domination and female submission. Men
learn to use aggression as a weapon and women learn to tolerate it. This is an example of
normative social pathology as characterized by gender socialization. Women are
socialized to meet the needs ofmen and to maintain the dynamics of the relationship at
all costs. Gender equality is an essential component to the success of ending the long¬
standing rooted social problem of IPV.
Also, SES among abused African-American women is relatively low. There is a
substantially higher number ofwomen who experience IPV that receive public assistance
than those who do not. Studies show that abused African-American women are more
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likely than non-abused women to receive welfare benefits.91 A longitudinal study by
Yunji Nam and Richard Toleman showed that over time IPV significantly decreased
women’s probability of continuing to work. The findings from this study also suggest
that partner abuse affects work stability. Long-term (five years or longer) welfare
recipients, such as homeless women, report significantly higher rates of abuse—past or
current—than short-term welfare recipients. Welfare cyclers, those with an inconsistent
public assistance history, report higher rates of IPV than those who have never had a
break in service. These results tragically suggest that IPV is a contributing factor to
women’s continuance of the receipt ofwelfare.
Intimate partner violence may also indirectly affect a woman’s ability to work
through her mental and physical challenges. The barriers model and theory of welfare
receipt are two explanations, which attempts to theorize why partner abuse is prevalent
among welfare recipients.93 The welfare theory argues that recipients are socialized to
have a lack ofwork ethics and become dependent on welfare during childhood. The
woman chooses public assistance over employment even if the latter is of greater
financial gain. This theory focuses mainly on family conditions and human capital since
they are considered determinants ofwelfare benefits. Family background, such as if
parents were welfare recipients, is an important factor in determining if a woman will
apply for welfare as an adult. Welfare recipients are conditioned to become resistant to
91
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employment and dependent upon benefits.94 The barriers model also takes into
consideration personal and environmental factors that may reduce a women’s ability to be
gainfully employed in the labor market. A substantial number ofwelfare recipients
express having difficulty obtaining and maintaining a job due to employment barriers
such as IPV and physical and mental health issues. This model suggests that the welfare
system focuses on providing recipients with tools to overcome these obstacles since
sometimes a male partner may purposefully interfere with his partner’s ability to work by
stalking, harassing her at work, breaking promises to care for the children, not providing
transportation, or inflicting visible injuries.
Legal Statues of IPV
A large number of victims do not report acts of violence due to feelings of shame,
fear, and humiliation. IPV is often viewed as a private or family matter, not as a public
social issue. The heightened social awareness of violence against women made by the
women’s movement, as well as by legal and political systems, has helped to improve
available community resources. The focus on violence against women began within the
women's movement as concern about wives being beaten by their husbands. The
women’s movement, also known as the feminist movement, is for the political, social,
and educational equality ofwomen with men.
As a result of the feminist movement, intervention and prevention for abused
women drastically increased with the establishment of shelters that were founded to
provide protection to women from their abusive partners. In 1974, there were only seven
94lbid.
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emergency shelters for battered women.95 Shelters were located in church homes, the
Salvation Army, and some homeless shelters. A typical shelter resident is under the age
of 35, has two children, little income, and limited options. The average maximum shelter
stay is 30 days. Most shelters provide clinical, emotional, and physical support for
women and their children while helping them resolve problems such as gaining protective
orders, finding housing, and employment. A referral might include legal services,
psychiatric treatment, day care programs, social service agencies, and GED programs.
Counselor advocates work individually with survivors to help them regain control over
their lives.
Also, the women’s movement increased awareness within the community and
challenged the judicial system in defining IPV as a crime. Prior to 1980, police officers
purposely ignored domestic violence calls preferring to let families work out their own
issues. During the past 25 years, the criminal justice system’s response to partner
violence has changed dramatically by passing some type of domestic violence legislation
in all 50 states. Legislation is designed to implement law enforcement, prosecution, and
victim services. There is an increasing number of domestic violence cases entering the
court system throughout the country and a number of overwhelming available resources
for victims. When resources are limited, it is crucial to assess the danger of each case by
prosecuting and sentencing the most dangerous offenders more aggressively.
Nevertheless, efforts to enact legislation were facilitated when class-action suits
were filed against police departments for failure to arrest offenders. New criminal justice
policies promote prompt apprehension and punishment of offenders as well as support
95Neil Eddington and Richard Shuman, “Domestic Violence,” Continuing Psychology Education 1
(August 2005): 14.
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and protection for victims. Police officers are now, often by law, required to make an
arrest, even if they did not witness the actual assault. It is the responsibility of the
arresting officer to advise the victim to report to the Domestic Violence Intake Center the
next morning and file a claim. In some states counselors accompany officers on domestic
violence calls to meet with the abused victim. The goal is to allow police officers to
address issues of public safety while the counselor assists families in need of support
services. Officers are beginning to receive primary aggression training to help determine
the aggressor in a household to detain the proper person. Although only about one-third
of the victims actually appear at the intake center, it is still the primary point of entry for
all domestic complaints.96 Prosecutors are now evaluating each case based on the
severity of violence and quality of evidence as they do all of their other cases. Ideally,
victims with the greatest risk factors would receive the most intense advocacy.
However, public outrage over domestic violence led to the legislation of The
Violence Against Women Act of 1994 (VAWA) passed as Title IV, Section. 40001-
40703 of the Violent Crime Control and Law Enforcement Act of 1994 HR 3355 and
signed as Public Law 103-322 by President Bill Clinton on September 13, 1994.97 The
act authorizes research and education programs forjudges and judicial staff to enhance
knowledge and awareness of domestic violence and sexual assault. It also provides
funding for police training and for shelters, increases penalties for domestic violence and
rape, and provides for enhanced privacy protections for victims. The act provided $1.6
96Margaret Bell and Lisa A. Goodman, “Supporting Battered Women Involved with the Court
System,” Violence Against Women 7 (December 2001): 1377.
^Departments of Justice, Violence Against Women Act, P.L. 108 Stat. 1902; 42 U.S.C. Section,
13701.
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Billion to enhance investigation and prosecution of violent crime perpetrated against
women, increased pre-trial detention of the accused, provided for automatic and
mandatory restitution of those convicted, and allowed civil redress in cases prosecutors
chose to leave unprosecuted. The VAWA focuses on safe streets and homes, civil rights,
equal justice in the courts, national stalker and DV reduction, and protections for battered
women.
The act has been monumental in addressing issues ofDV, IPV, and partner abuse
but too often minorities lack access to resources. Organizations struggle to meet the
needs of communities of color, immigrants, and tribal communities. Victim service
providers need to be culture specific and community-based to help overcome this
problem. On January 5, 2006 President Bush signed VAWA 2005 Reauthorization into
law to expand the original provisions to include services and outreach, children and
youth, prevention, health care, housing, economic security, immigrant issues, tribal
programs, communities of color, the Sexual Assault Services Act and enhanced services
formilitary victims.
Due to the large number of cases flooding the criminal justice system and the fact
that an increasingly high proportion of batterers re-offend, judges, probation officers, and
other advocates involved in the system are calling for empirically validated methods to
assess levels of danger and future risks among arrested batterers. The United States
Preventive Services Task Force has developed Data Synthesis Screening instruments and
has implemented dangerous assessment tools to help identify women who are
experiencing IPV. Dangerous assessments are broad-based assessments of an abusive
situation which could help provide better protection for victims, appropriate treatment
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and sanction, which could help provide better protection for victims, appropriate
treatment and sanctions for offenders, and ideal allocation of criminal justice resources.
These assessment instruments measure the psychosocial characteristics of the batterer and
victim and characteristics of the abusive relationship, which can be helpful and necessary
tools in predicting the elements of domestic violence.
Intervention and Prevention
The Danger Assessment Scale is one of the most commonly used risk assessment
measures used to assess the risk of violence escalation or the potential for homicidal
QO
violence among domestic violence offenders. Advantages of the Danger Assessment
Scale are timing and simplicity. The 15-item instrument elicits information solely from
the victim who is usually the only available source of information. Questions on the
scale relate to escalation in physical violence, availability of firearms, threats, drug and/or
alcohol usage, batterer’s violence, and whether the batterer is psychologically abusive. It
is one of the few instruments with any published empirical evaluation of psychometric
properties. By summing up the items to which the participants respond affirmatively, a
score is obtained.
The CTS2 (Conflict Tactics Scales) and the Danger Assessment Scale work better
together to predict repeat violence." The CTS2 is a revised version of the original, the
most widely used measure of intra-family violence and past violence severity. There are
three violence-related subscales of the CTS2: physical assault (12 items), sexual coercion
98Lisa Goodman, Lauren Bennett, and Mary Ann Dutton, “Predicting Repeat Abuse Among
Arrested Batters,” Journal ofInterpersonal Violence 15 (January 2000): 63.
"Judith McFarlane, Pam Wilson, Dorothy Lemmey, and Ann Malecha, “Women Filling Assault
Charges on an Intimate Partner,” Violence Against Women 27 (April 2000): 396.
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(7 items), and injury (6 items). The CTS2 has demonstrated great internal consistency
for all subscales as well as adequate construct and discriminate validity.100 Both
predictors are simultaneously included to determine the predictive ability of each variable
taking the other one into account.
The American Medical Association (AMA) and the American Academy of
Family Physicians recommend screening patients for violence.101 Screening increases the
detection of IPV through interviews or questionnaires. It also helps patients recognize
that there is a problem even if they do not recognize themselves as a battered woman.
The prognosis of IPV can improve quality of life and decrease future injuries. Two
useful screening tools are the HITS (Hurt, Insult, Threaten, Scream) scale and the
Woman Abuse Screening Tool (WAST). The HITS scale is a practical four item scale
commonly used in family practice. The four questions in HITS stand for:
1. How often does your partner physically Hurt you?
2. How often does your partner Insult or talk down to you?
3. How often does your partner Threaten you with physical harm?
4. How often does your partner Scream or curse at you?
Each question is answered on a five point scale ranging from 1 to 5 for never,
rarely, sometimes, fairly often, and frequently, respectively. The score ranges from a
’“Goodman, 69.
101 Michael A Rodriguez, Heidi M. Bauer, Elizabeth McLoughlin, and Kevin Grumbach,
“Screening and Intervention for Intimate Partner Abuse: Practices and Attitudes of Primary Care
Physicians,” The Journal ofthe American MedicalAssociation 282 (August 1999): 468.
102
Amer Shakil, “UlC-Christ Family Medicine”, Available on-line from
http://www.uic.edu/orgs/uiccfp/hitspage.htm. accessed December 2005.
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minimum of 4 to a maximum of 20. The patients who fall in the 11 to 20 range score
are those who should be offered information regarding battered women's services
including emergency shelter places and mental health services.
The WAST consists of seven questions which address all three forms of abuse.103
The first two questions “In general how would you describe your relationship: a lot of
tension, some tension, no tension?” and “Do you and your partner work out arguments:
with great difficulty, some difficulty, no difficulty?” constitute the WAST-Short, which
has been an effective tool for initially screening for the presence of abuse. These two
initial questions assess the degree of relationship tension and the amount of difficulty the
couple has working out arguments. If the victim responds favorable to those two
questions, then the physician will ask the remaining questions to elicit more information
about the victim’s abusive relationship. The remaining 6 questions are used to gain a
more complete assessment of the abuse by asking the respondent to rate the frequency of
various feelings and experiences on a scale from 1 (often) to 3 (never).
The WAST items are recoded and summed to calculate the overall score. Scores
on the WAST-Short are computed on the basis of a criterion cutoff score of 1, which
involves assigning a score of 1 to the most extreme positive responses for each of the 2
items (i.e., “a lot of tension” and “great difficulty”) and a score of 0 to the other response
options. Women who are not screened are often misdiagnosed or given inadequate
treatment leaving the underlying cause of the complaint untreated. In many cases the
symptoms appear to be unrelated resulting in a false diagnosis.
103Mallika Punukollu, “Domestic Violence Screening,” Available online from
http://www.ifponline.com. accessed December 2005.
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The emergency department (ED) is typically the primary source of health care
for abused women. Given that African-American females are more likely to seek
medical attention, medical settings are key points of intervention. Therefore, medical
settings are ideal places to intervene with abused women. ED’s report that 37% of
women experience emotional or physical abuse at some point in their lives; 2.2% acute
physical trauma, and 14.4% report having been abused in the past year.104 Emergency
staff is trained to recognize signs and symptoms indicative of abuse and screen victims by
assessing immediate risk. Protocol in the emergency department for females older than
15 is to provide appropriate intervention including counseling about police and legal
options, safety planning, treatment ofphysical injuries, and referral to community and
social services. The ED is chaotic and usually very busy preventing physicians from
screening patients for mental health issues. Many victims of IPV have depressive
symptoms that may go undiagnosed and untreated in the ED setting. Currently, only
about one third ofwomen experiencing IPV voluntarily discuss their problem with their
health care providers, and most providers do not routinely screen for abuse.105 All
victims of IPV should receive mental health screening or a referral for psychiatric
evaluation given the high prevalence of depressive symptoms.
Impact of IPV
Various articles and journals delineate gaps in my understanding of the
relationship between intimate partner violence and women’s physical and psychological
104Nadine Wathen and Harriet L. Mac Millan, “Intervention for Violence Against Women,” The
Journal of the American Medical Association 289 (February 2003): 589.
105Ann L.Coker, Paige Smith, Martie Thompson, Robert McKeown, Lesa Bethea, and Keith
Davis, “Social Support Protects Against the Negative Effects ofPartner Violence on Mental Health,”
Journal ofWomen's Health & Gender-Based Medicine 11 (November 2002): 465.
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health. Current research investigates the effects of injuries, stress, and income on
women who have been victimized by an intimate partner. Few researchers have
examined the physical and psychological effects of intimate partner violence that can lead
to severe to moderate health problems for women. Reports indicate that there is a direct
correlation between physical injuries to the body and abuse. Investigators have
determined the stress of surviving an attack has a direct negative impact on the
psychological well being of the victim.
The stress associated with surviving an intimate partner’s thrash has a greater
impact on women’s physical health problems. Stress is a key contributing factor in
relationships of abuse and health outcomes. Abused women, in general, will release
greater amounts of adrenocorticotropin hormone (ACTH), a stress related hormone
released into the body when one suffers from trauma, pain, or other emotional injuries.106
The pituitary secretion regulates the release of the stress hormone cortisol. Findings
suggest that battered women who suffer from numerous physical and psychological
health problems indicate stressors associated with IPV. The effects of abuse on low-
income women are mediated by the stress they experience in and outside of the
relationship. As a result, lower income women are more likely to suffer from stress,
depression, anxiety, and other chronic health problems. Women respond differently to
stress depending upon their social class, education level, martial status, number of
children, and living situation. IPV is a stressor to which women try to adapt among a
myriad of other environmental and interpersonal stressors. Many abused women use
'“Harvard Medical School ofHealth, “Some Physical Effects of Emotional Violence,” Harvard
Mental Health Letter 17 (April 2001): 8.
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emotion-focused coping rather than problem-focused coping when trying to elevate
stress. Religious coping has found to be salient in African-American communities.
Financial issues are the most frequently reported stressors for women regardless
of their socioeconomic status. Men try to maintain control by restricting the woman’s
access to financial resources. Access to financial resources may cushion the effects of
stress on women’s psychological health. Women with higher levels of income may have
fewer severe health problems because they have the financial resources to adequately
deal with stressful circumstances. For example, women with insurance have access to
quality health care facilities and preventative care services. If hospitalized they feel
secure in knowing that they have the financial resources to cover the cost which in turn
helps to reduce the levels of stress. Low-income abused women are at double jeopardy
trying to escape unpaid bills, inadequate housing, or loss of income plus the fear of
recidivism. Abused women living in poverty report higher levels of stress and greater
health problems than low-income non-abused women. As a result they are more likely to
suffer from depression than women with higher incomes. Women’s income levels have a
direct negative impact on their levels of stress. Financial issues are the most commonly
reported stressors for abused women. Batterers attempt to maintain control of their
partner by restricting financial resources.
Some victims of IPV may have to quit their jobs in order to escape from the
perpetrator who maybe stalking, harassing, or threatening even after the relationship has
ended. Women who voluntarily leave their jobs without “good cause” related to work
maybe ineligible for unemployment. Fortunately, many states define leaving a job for
reasons related to DV a “good cause.” Eighteen states (California, Colorado,
Connecticut, Delaware, Maine, Massachusetts, Minnesota, Montana, Nebraska, New
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Hampshire, New Jersey, New York, North Carolina, Oregon, Rhode Island, Washington,
Wisconsin and Wyoming) have passed laws that provide unemployment insurance to
domestic violence victims who can provide documentation of abuse or certification of
violence such as medical records, restraint order, or police report. Even in states where
DV is considered “good cause” to quit your job, women may not qualify for
unemployment compensation benefits because they are unavailable to work as required
by state unemployment laws. The victim maybe caring for small children, in hiding, in
the process of relocating, recovering from battering, or in a medical facility to ensure
safety making it difficult to seek employment. States who are tracking domestic violence
unemployment insurance claims have discovered that only a handful of claims are filed
per year. In the state of Connecticut between October 1, 1999 and April 1, 2001 there
were 47 claims granted, with an average weekly benefit of $397.00 with an approximate
total cost of $169,850.107
In the state ofGeorgia whenever an individual is separated from work for reasons
based on undue family hardship, such individual shall be deemed for all purposes to be
unemployed through no fault of his or her own, and good cause shall be found to exist to
justify his or her voluntary or involuntary separation from employment, provided that
such individual took reasonable steps to preserve the employment relationship. Undue
family hardship' shall include, but not be limited to circumstances resulting from an
individual’s status as a victim of family violence, provided that such individual provides
one or more of the following items:
107Legal Momentum, “Violence Against Women,” Available on-line from
www.legalmomentum.org/issues/vio/laws-ui.shtml, accessed March 2004.
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(A) A temporary protective order, restraining order, or other order for equitable
relief involving family violence issued by a court of competent jurisdiction;
(B) A police report reflecting the family violence;
(C) Proof that the alleged perpetrator of the family violence has been convicted of a
prior crime of family violence;
(D) Medical evidence of the family violence;
(E) A letter from a domestic violence shelter certified by the State of Georgia stating
that the person is a victim of family violence; or
(F) Other written evidence of family violence provided by a social worker, member of
the clergy, domestic violence shelter worker, or other professional who has assisted
108
the person in dealing with the family violence.
Summary
Models of domestic violence should take into consideration race, class, culture,
sexual orientation, and religion. There is a need for models of domestic violence that are
geared towards African-Americans. Cultural competence is an important utility when
working with African-American women who are survivors of IPV. Theories of abuse
geared towards African-Americans must be multidimensional to include historical
experiences, socio-economics, values, beliefs, and cultural norms. Models would also
include culture-specific experiences related to IPV to help to better explain abusive
African-American relationships. Researchers must be culturally sensitive, respectful and
fully aware of such differences.
108Georgia General Assembly, “Unemployment Compensation,” Available online
fromwww.legis.state.ga.us/legis/2003 04/search/hbl583.htm. accessed May 2006.
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Culturally competent interventions and preventions may reduce rates of
recidivism. There is ethnic insensitivity among counselors and program administrators
which could attribute to low participation of partner abuse treatment programs.
Stereotyping is a negative factor that affects the relationship between therapists and
clients. Verbal insults such as “what bus did you take to get here” assuming the patient
can’t afford a car will prevent the patient from bonding, connecting with providers, and
building a rapport which are necessary for healing. There are four contributing factors to
the failure of therapy for African- American women: (a) significance of patient’s race not
addressed; (b) lack of sensitivity to patients needs, (c) therapist needs to dispel racial
stereotypes; and (d) lack of connectedness. Therapists need to develop strategies which
address these key issues in order to make therapy effective. The relationship between
patient and therapist must be personalized to accommodate cultural needs.
African-American women respond to IPV differently due to exposure of racism,
assimilation, and the social contexts in which they live. These prevailing circumstances
may prevent women from seeking help from institutional resources which safeguard
women from abuse. The perception ofAfrican-American women in mainstream America
is overpowering, anti-feminine, destructive, wild, stoic, and sexual. The image portrayed
is that of the superwoman, one who can handle all levels of stress and problems without
the intervention of others. This image has been the physical and emotion castigation of
African-American women.
Much has been learned about the epidemiology of violence against women.
There is, however, an urgent need for additional research. Research in the area of
domestic violence is challenging because most women do not report incidents of
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violence, the victim loves the batterer and does not wish to have him prosecuted, and
victims are often too embarrassed. Programs targeted towards male batterers, improved
methods for predicting domestic violence recidivism, and constitution of the no-drop and
mandatory laws in every state would greatly improve prospects for victim safety. It is
crucial that physicians, social workers, and other community advocates provide adequate
and consistent screening of victims in order to have a more proactive approach to
prevention.
CHAPTER III
CONTEXT OF THE PROBLEM
Women who experience IPV are at a greater risk of injury and death, as well as
other emotional, physical and social problems. Intimate partner violence is a serious
public health problem that increases the risk ofmorbidity and mortality due to its high
level ofprevalence and profound effect on daily functioning of its victims. It is a
widespread dilemma that affects women of all racial, ethnic, educational, and income
levels. The amount of IPV in the United States is substantial and problematic for all
women.
Male-to-female partner violence is a reoccurring epidemic in the United States.
Ninety-nine percent of assaults on women result in physical injury and/or severe
emotional distress.109 Every nine seconds a woman is punched, slapped, kicked,
manipulated, or otherwise physically and emotionally abused by a man she knows.110
The most common forms of violence are pushing, shoving, grabbing, biting, and
threatening to hit someone. Injuries usually do not involve the use of a weapon, but in
I09Nadine Kaslow, Martie Thompson, Brandon Gibb, Leslie Hollins, Lindi Meadows, Diana
Jacobs, Hallie Bomstein, Akil Rashid, and Kim Phillips, “Factors That Mediate and Moderate the Link
Between Partner Abuse and Suicidal Behavior in African-American Women,” Journal ofCounseling and




the instance a weapon is used, it will usually be an object used to hit, cut, or puncture.
The most common injuries are cuts, bruises, stab wounds, and head injuries.
Mental Health Aspects
Depression has been identified as a major health issue for women exposed to
intimate partner violence.111 Depression commonly results from abuse, whether subtle or
overt. Intimate Partner Violence is part of the history ofwomen diagnosed with
depression. It affects one in ten adults in the United States a year, costing between $30
and $45 billion annually.112 Globally, depression ranks fourth among illnesses
recognizing its full impact as a disability. Depression is an affective mood disorder
that affects the whole person, mind and body. There are three subtypes: major
depression, dysthymia (mild), and bipolar (manic depression). It is an illness that causes
confusion, hopelessness, sadness, disappointment, and self-ridicule. People at risk for
developing depression are low-income, unemployed, young adults, and women. Six
percent ofwomen who suffer from depression require hospitalization.114
The medical term for a depressive disorder is “Mood or Affective” disorder.
Affective disorders affect the mood and interfere with the person’s activities of daily
living. Kaplan defined affective disorder as a group of clinical conditions whose
"'Jacqueline Dienemann, Ellsworth Boyle, Deborah Baker, Wendy Resnick, Nancy Wiederhom,
and Jacquelyn Campbell, “Intimate Partner Abuse Among Women Diagnosed With Depression,” Issues in
Mental Health Nursing 21 (June 2000): 499.
"2D.J. Kupferand and E. Frank, “Comorbidity in Depression,” Acta Psychiatrica Scand 108
(February 2003): 57.
"3Ibid.
"4Ryan Robbins, Depression: What it is, Theories, Treatment, Hope, Available online from
www.holvsmoke.org/sdhok/whv-dep.htm. accessed in March 2005.
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common and essential features are a disturbance ofmood accompanied by related
cognitive, psychomotor, psycho-physiological and interpersonal difficulties.115 Mood
usually refers to a conscious state ofmind or predominant emotion. “Affect” sometimes
refers to the subjective aspect of emotion, apart from its bodily component; mood, on the
other hand, refers to the pervasive or prevailing emotion. Affective disorders are divided
into several groups; major affective disorders, minor affective disorder, atypical affective
disorders and other specific affective disorders.
Major affective disorders include major depression and bipolar disorder; Minor
affective disorders include dysthymia, specific affective disorders include premenstrual
dysphoric disorder (PDD), seasonal affective disorder (SAD). If a person has a diagnosis
ofmajor depression, the symptoms are so severe that they disable the individual’s ability
to work, sleep, eat and enjoy pleasurable activities. The symptoms can occur for at least
two weeks. However, the depressive mood does not last long, but they can occur several
times in a lifetime.
Bipolar disorder has the same symptoms ofmajor depression except that the
depressive state occurs alternately with mania, an elevated emotional state opposite to
depression. It is also known as manic depressive disorder. The National Institute of
Mental Health stated that the elevated mood is euphoric and often infectious in nature.116
Although uninvolved people may not recognize the unusual nature of the person’s mood,
those who know the person recognize it as not usual for the person, or it is a characteristic
115Edith Kaplan, MajorAffective Disorders, 2nd ed. (New York: McMillan Publishing, 1989), 756.
ll6National Institute ofMental Health, “Bipolar Disorder,” Available on-line from
http://www.nimh.nih.gov/publicafrbipolar.cfin. accessed on March 2006.
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of the person when high. Alternatively, the mood may be irritable, especially when the
patient’s activities are thwarted. Often, a patient who suffers from recurring manic
episodes exhibits a change of predominant mood from euphoria early in the course of the
illness, to irritability later in the process. In addition to mood disturbance, speech is often
disturbed. As the mania gets more intense, formal and logical speech considerations are
overthrown, and speech becomes loud, rapid and difficult to interpret. As the activated
state increases, speech becomes full ofjokes, play on words and irrelevancies that are, at
first, amusing but as the activity level increases, the coherence of the speech is loosened.
In dysthymia, the symptoms are less intense, but they last longer. The duration is
at least two years. The symptoms do not disable the individual’s capacity to perform
daily functioning or keep the individual from feeling good. The individual can still do
most ofhis activities, but seems to be sad in everything he does.117 Atypical depression,
like dysthymia, does not affect the daily functioning of the individual, but the depressive
mood is not recognizable. It is manifested through oversleeping, overeating, feelings of
rejection and low self-esteem.
A combination ofmultiple risk factors including biological, environmental, and
psychological factors may cause comorbidity in depression even after the abuse has
ceased. If a person is diagnosed with depression, the change in seasons may cause
depressive symptoms to worsen. Seasonal affective disorders affect persons living in
temperate regions of the world. The depressive episodes typically occur during the
winter months when people are more isolated. This type of depressive disorder is similar
to atypical depression. Symptoms such as oversleeping, overeating, feelings of rejection
117Kaplan, 756.
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and low self-esteem are also manifested, but the difference is that they are correlated
with the change in season. It usually occurs during winter and typically disappears
during autumn or summer.
Biological factors attribute to genetic disposition, malfunctions or fluctuations in
1 1 o
endocrine systems related to female sex hormones, and reproductive events. There are
periods in a woman’s life when she may experience a hormonal imbalance such as
menopause, premenstrual, and at postpartum making her more susceptible to depression.
Women of reproductive age often suffer from premenstrual syndrome (PMS), a cyclical
subtype of depression or premenstrual dysphoric disorder (PDD), as a type of depression
that can only be found in women.119 This severe depression occurs before menstruation.
The diagnosis is the same as major depression. The difference is that it occurs a week
prior to menstruation and disappears afterwards.
Most or all depressions have common attributes which occur nearly every day:
fatigue or loss of energy every day, insomnia or hypersonmia, depressed mood,
diminished interest in pleasure, weight loss, weight gain, feelings of worthlessness,
recurrent thoughts of death, suicide ideation, and psychomotor agitation. If a person
experiences at least five of these symptoms consecutively for two weeks, the diagnosis is
often depression. There are two types of treatment; psychotherapy and drug therapy.
Severe instances of depression should be treated with medications such as anti¬
depressants which act on brain chemistry. Less severe forms can be treated with therapy
118Dienemann et al, 499.
U9PJ Schmidt, “Differential Behavioral Effects ofGonadal Steroids in Women with and
in Those Without Premenstrual Syndrome,” Journal ofthe American Medical Association 338 (September
2003): 209.
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by changing negative thought patterns and behaviors into positive norms.
Antidepressants will not assist in the reduction or resolution of psychosocial factors or
environmental factors such as IPV. Although not commonly used, the most effective
treatment is a combination approach.120
Depression needs to be accurately assessed, diagnosed, and treated accordingly to
reduce rates among African-American women. Early detection and treatment can reduce
the likelihood of recurrences. It is easy to assume that the types of depression that
battered African-American women are more likely to experience are atypical, minor and
major affective disorder for these types of depression are normally triggered by extreme
stress and anxiety. The other types of depression are triggered by biological factors and
genetic influence and will not be included in this study, but should be addressed when
patients present to the ED for evaluation.
Intimate partner violence may be the most common contributing factor for female
patients in mental health settings. Abused women report poorer psychological health
problems than non-abused women. Lifetime experiences of abuse and violence are
common among women seen in mental health settings. Experience of abuse and violence
are especially high for women diagnosed with serious mental illness. Depression is a
prominent health consequence experienced by battered women. Studies suggest that
battered women suffer from symptoms of depression at higher rates than the general
120Jodi Meiser, “Towards Optimal Health,” Journal ofWomen's Health and Gender-Based
Medicine 8 (October 1999): 1141.
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population, thereby increasing the rates of depression for women who experience
IPV 121 within shelter populations, the rates are even higher from mild, moderate, and
severe.
There is consistent evidence to suggest that battered women are more likely to
suffer from post traumatic stress disorder (PTSD), depression, suicide ideation, and
anxiety. Suicide ideation or self-harm related to battering may be the single most
important factor attributed to female suicide attempts. Battered women are more likely to
attempt suicide than non-abused women and more likely try more than once. Perhaps
battered women perceive suicide as their only means of stopping the violence.
The occurrence ofPTSD is common among victims of violence who often
develop a normal response to abnormal stress. Rates of depression range from 17%-72%
and rates of PTSD range from 33%-88% (see Table 2).122 A diagnosis would emphasize
the unusual nature of a stressor followed by a pattern of distressing physical and
psychological responses. The symptomatology includes re-expenencing a traumatic
event through nightmares, flashbacks, or intrusive thoughts, emotional numbness or
avoidance, and increased arousal for more than a month and must cause difficulty in the
person’s ability to function. The ongoing, deliberate act ofbattering women by the hands
of their abuser positively correlates with PTSD.
121Jacqueline Campbell, Joan Kub, and Linda Rose, “Depression in Battered Women,” Journal of
the American Medical Women's Association 51 (May-July 1996): 106.
I22Carole Warsham and Holly Barnes, “Domestic Violence, Metal Health, and Trauma,” Available
online from http://vyvyw.dvmhpi.Org/Librarv.htm#Documents. accessed January 2006.
123Stephanie Woods, “Trauma, Post-Traumatic Stress Disorder Symptom Clusters, and Physical
Health Symptoms in Post-Abused Women,” Available online from
http://stti.confex.com/stti/sosl3/techprogram/paper 11526.htm. accessed September 2004.
TABLE 2
PREVALEANCE OF DEPRESSION AND PTSD AMONG WOMEN
CITATION SAMPLE DEPRESSION PTSD




Astin et al, 1993 53 DV agency clients 33-58%
PTSD









33 DV agency clients 52% severe depression
Humphreys et al, 50 DV shelter 39%
2001 residents PTSD








Kubany et al, 1996 50 DV shelter
residents
50% depression —





60 DV agency clients 27% moderate depression 17%
severe depression
Sato & Heiby, 1992 136 DV agency
clients
47% depression
Street & Arias, 63 DV shelter 65%
2001 residents PTSD




40 DV agency clients 23% moderate depression 43%
severe depression
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A sequence ofwrongful events can destroy trust and security in relationships
by threatening one’s life or bodily integrity, severe physical harm or injury, and receipt of
intentional injury or harm. The severity, proximity, and duration are related to the
intensity of the trauma experienced. Preventing adequate processing of the trauma by
avoidance and numbness sustains PTSD. Post-traumatic stress disorder then becomes a
long-term illness.
Recently Battered Women Syndrome (BWS) has been defined as a PTSD.
Battered women’s syndrome explains the battered woman’s mindset and emotional state.
The term syndrome refers to a cluster of clinical events with no obvious biological,
psychiatric, or psychosocial explanation.124 It was first introduced in the late 1970’s by
Lenore E. Walker to explain reactions to abusive situations. Initially, it was
conceptualized as “learned helplessness” a condition used to explain the victim’s inability
to protect herself from the batterer’s violence. It has now become a psychological
diagnosis in which the victim’s illness is induced by the husband when the battering
begins. Battered women’s syndrome is an attempt to bridge the gap between the
traditional psychiatric approach and placing the blame on its source, the abusive partner.
There are four general characteristics of the syndrome:
1. The woman believes that the violence was or is her fault.
2. The woman has an inability to place responsibility for the violence elsewhere.




4. The woman has an irrational belief that the abuser is omnipresent and
omniscient.125
The Battered Women’s Syndrome is often used in court to help the judge or jury
better understand this traumatic event which takes place in women’s lives. In the
courtroom expert testimony is needed to: (a) prove the woman is battered, (b) explain her
state ofmind, (c) explain her conduct, (d) explain the existence ofmitigating factors, and
(e) to support her claim. There is insufficient evidence to prove that this syndrome is a
valid empirical approach which meets the criteria for law.
Victimization
Battering is the most common cause of serious injury to women, which can lead
to homicide. It is also the number one health issue for African-American women.
Homicide is the leading cause of death among African-American women between the
ages of 15 and 35. The killing ofwomen, femicide is most often perpetrated by current
or former husbands, significant others, or boyfriends. According to the American
Medical Association, one in every three women in the United States can expect to be
beaten by a male partner at some time during their adult life.
125Rape, Abuse and Incest National Network, “Battered Woman Syndrome,” Available online
from www.rainn.org/effects-of-rape/battered-woman-svndrome.html. accessed June 2005.
126John Schafer and Raul Caetano, “Rates of Intimate Partner Violence in the United States,”
American Journal ofPublic Health 21 (November 1998): 1702.
127Campbell, 11.
128Michael Rodriguez, Elizabeth McLoghlin, Gregory Nah, and Jacquelyn C. Campbell, “Mandatory
Reporting of Domestic Violence Injuries to the Police: What do Emergency Department Patients
Think? ” The Journal ofthe American MedicalAssociation 71 (August 2001): 580-583.
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Rates of non-lethal victimization among African-American females are higher
than Caucasian females. Non-lethal violent victimization includes rape, assault, sexual
assault, robbery, and aggravated assault. African-American women have higher rates of
sexual assault per 1000 persons. By the age of 18, forty percent ofAfrican-American
women have reported coercive contact of a sexual nature. In a study of African-
American sexual assault survivors, only 17% reported the assault to the police.130
African-American women are more likely to call the police, but in general non-lethal
incidents are frequently not reported. Shame, embarrassment, situational barriers, or fear
may attribute to underreporting.
Barriers to Reporting IPV
There are five barriers which impact whether or not abused women report their
abuse. Fear is the first barrier preventing women from disclosing incidents of violence.
Many women are reluctant or unable to seek help because they are held captive or unable
• . ni
to speak or walk due to physical injury. Others may not have transportation or means
to pay for public transit or have access to a telephone. The victim is fearful of repeat
victimization and involving persons who may be judgmental. She fears being blamed for
the abuse or being stigmatized by the authorities or clinicians. Cultural difference is the
second barrier due to expectations within different households, and not understanding a
129Family Violence Prevention Fund, “YoungerWomen at Great Risk of Intimate Partner
Violence,” Available online from http://endabuse.org/programs/printable/display.php3?NewflashID=2,
accessed August 2006.
130
Voices of the Diaspora, Africana Voices Against Violence, Available online from
http://ase.tufts.edu/womenscenter/peace/africana/statistics.htm. accessed October 2004.
131William Oliver, “Preventing Domestic Violence in the African-American Community,”
ViolenceAgainst Women 19 (May 2000): 533.
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worldwide view of culture norms. Reporting the abuse may also jeopardize safety of
the women and destroy her means of support. Dependence is the third barrier in which
the victim is reliant upon the abuser socially, economically, or a combination of
variables. Promise of change or hope by the abuser is the final barrier. The abuser
appears apologetic, at the time making promises never to hit the victim again. The
majority ofperpetrators use remorse as a tool to manipulate their victims into staying in
the abusive relationship and not reporting incidents of violence to the police.
Women are doubtful of reporting violence for fear of contributing to the
victimization ofAfrican-American males who are marginalized in society, their lack of
trust in the criminal justice system, and their partner killing them. The hostile
relationship which already exists in communities of color with the police has lead to
reluctances of victims to utilize their services for intervention. Instead, victims attempt to
manage episodes of violence and conceal signs of abuse. The batterer may threaten to
increase the levels of violence if the woman attempts to leave. Unfortunately, leaving an
abusive relationship does not always stop the violence. Often, leaving the relationship
may be more dangerous than staying, therefore, trapping the victim.
Love is often the dominant emotion that entails in relationships dependence and
vulnerability toward the love object which can trigger violent behavior. Vulnerability
threatens the batterer’s sense of autonomy which has the potential to develop into anger,
hatred, jealousy, or possessiveness. Perpetrators love violently and fear the loss of
intimacy, commitment, and attachment or as a means by which to an expression of their
132
Beth Richie, “Gender Entrapment: When Battered Women are Compelled to Crime,” (CA:
Sage Publications, 1994), 219.
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deep desire for their partner. It is the upset of this basic structure that can result in the
outbreak of a violent episode. Violent men describe love as a “relationship involving a
strong need for and dependence on their beloved partner.” His love is so strong that he
sometimes is unable to control his emotions.
Feelings of love and violence often coexist in relationships of intimacy. For many
women there is an emotional bond with the batterer that creates a dysfunctional
relationship of love, violence, and reconciliation. This phenomenon is known as
traumatic attachment, the association of love and violence which creates emotional
arousal due to its fragmented nature and its basis on early attachment relations.134 In this
violent environment, despite its paradoxical emotional dynamics, couples attach a
connection between love and violence. People attach to their emotions, whether positive
or negative, creating a contradicting environment of love, security, fear, and violence.
Emotional ambivalence is a basic characteristic of love associated with contradictory
emotions that cause individuals to behave in ways that appear authentic. Women
interpret his violent acts of rage as love, affection, and attention enabling her to preserve
the existence of their love. Men use violence to avoid intimacy which they consider a
threat and to control the relationship when they are in fear of loosing.
Intimate Partner Violence can be seen as antithetical since it brings partners closer
together, has positive, negative, and painful outcomes. Violence becomes a way of
preserving love through correction, communication, and rejuvenation. Violence as a
133Ibid.
134Yassour Borochowitz and Zvi Elisikovits, “To Love Violently: Strategies for Reconciling Love
and Violence,” Violence Against Women 8 (April 2002): 476.
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means of correcting the woman’s behavior is viewed as a means of bettering the loved
one. Violence, as a communication tool, is used by the perpetrator to communicate
closeness, intimacy, and commitment which reaffirm their love for one another.
Violence becomes an expression of need to meet predetermined physical and cultural
orientations. Men often feel remorseful and guilty after a violent episode and become
particularly loving. This behavior gives the partner hope and she remains until the next
cycle of violence, which inevitably reoccurs.
Criminal Justice System Impact on IPV
When men are prosecuted, most cases are dropped or no prison time is given due
to lack of cooperation from the victims. Many victims do not want their partner to be
arrested, prosecuted, or incarcerated. This may be due to fear of retaliation, financial
dependence on the batterer, or belief that he is sorry. Implementing a “no-drop” order in
every state would allow prosecution to take place even if the victim did not want to press
charges. Based on Georgia state corrections and probation databases, reports show that
1,728 defendants received probation from 1999-2000. Hence, there is much
controversy and debate whether or not the criminal justice system is the most effective
intervention in issues of IPV since the laws pertaining to IPV are lenient towards the
perpetrator. Secondly, the criminal justice system does not engage in rehabilitation of
those arrested and sentenced for IPV charges.
I35Ibid.
136Rick Brundrett, “Domestic Violence,” Investigative Reporters and Editors, Inc. The IR
Journal 26 (Jan/Feb 2003): 32.
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When the criminal justice system fails to protect the victim or does not present
a threat to the abuser, women are often left to defend themselves. Homicide of the male
perpetrator is the leading cause of the increasing rate ofwomen in prison across the
1 0*7
country. Ninety percent of battered women today, are in jail for killing their abuser. A
vast majority of those cases were in self defense. A study conducted in Georgia of226
(96%) of the 235 female inmates currently serving time for homicide revealed the
presence of domestic violence in more than half of the cases. In most cases, when the
woman has killed her significant other, there is some record of a history of domestic
abuse. In 60% of the cases where a woman killed her significant other, the woman
claims the victim assaulted or abused her at the time of the crime.
According to data released, in 1992, by the Georgia Department ofCorrections, of
the 235 women doing time for murder or manslaughter in Georgia, 44% killed a husband
or lover.139 Of these murders, 102 were classified as domestic killings. Forty-six women
(almost half) claim that their partners beat them regularly, and 38 of these 46 had
repeatedly reported domestic violence to the police. Women who kill their partners and
are sentenced can receive up to 15 years.
Women’s response to IPV, threats of violence, and or other forms of coercion by
male partners may be the reason for battered women’s increased criminality. In response
to the violence in their intimate relationships, women may experience a shift in their
137Allison Bass, “Women far less likely to kill than men; no one sure why,” The Boston Globe, 24
February 1992, p. 27.
138Judith Haley, “A Study ofWomen Imprisoned for Homicide, Georgia Department of
Corrections, June 1992, p. 16.
139J.O. Hansen, “Is Justice Taking a Beating?” The Atlanta Journal Constitution, 26 April 1992,
A1-A7.
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morals, values, and beliefs. Ironically, incarceration is similar to the experience of
being battered as their freedom is limited, they are ignored and underserved, and they are
isolated from family and friends. The victim no longer has a sense of identity, privacy, or
personal autonomy. Women who kill are faced with a multiplicity of challenges such as
racial identity, childhood experiences, marginalization in the public and private spheres,
and IPV.
Legal Statues
In the state ofGeorgia, upon receipt of a domestic violence call the
communications officer must immediately identify if there are weapons involved,
children present, and the whereabouts of the perpetrator. Once the information has been
received, the officer will designate one primary unit and a backup unit when necessary to
report to the crime scene. Each officer is given the current status of the incident and
ordered to proceed with caution and discretion. When dispatched, the officer is expected
to respond immediately to the location. An officer must call their supervisor if he/she
finds the scene involves violence or a threat to life and or bodily harm. Officers are not
permitted to enter private residence without the permission of the resident unless
probable cause exists. Acceptable probable cause factors are history of prior complaint,
if a disturbance is in progress, or caller’s emotional state.140
Once the officer enters the home, he/she should attempt to separate the parties and
listen to each person individually to determine the cause of conflict. Every occupant of
the residence should be interviewed before the officers leave the premises. The officer
140
Georgia Department ofCommunity Affairs, “S.O.P. Family Violence Incidents,”
Available on-line from http://www.dca.state.ga.us/development/research/programs/downloads/law/Chapl6-
8.html. accessed October 2004.
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should provide aid to the injured party, ask the victim if they are in pain even if there
are no physical signs of injury, take photographs of the victim, scene and suspect, and
determine if a weapon was used. An arrest is made if the officer believes that a felony
offense has occurred or in the event that a misdemeanor family violence incident occurs
in the presence of the officer. Officers should be prepared to offer referrals and avoid
taking sides.141
Many jurisdictions are adopting mandatory arrests and no-drop prosecution
policies, which require cases to move forward without the victim’s consent or
cooperation. Mandatory reporting is controversial because it encourages health
professionals to identify IPV, but at the same time it may deter patients from seeking
care. Most states require health care providers to report injuries involving a weapon or
criminal act to increase detection and assessment. Noncompliant clinicians face penalties
of fines up to $1,000 and or jail sentences of up to six months. Physicians are concerned
with ethical implications and the violation ofpatient confidentiality and autonomy. This
law infringes upon the patient-provider relationship, which may contribute to already
existing barriers.
Risk Factors of IPV
Among contextual variables associated with increased risk of IPV are SES,
socioenvironment, and drug use, especially by the perpetrators. The socio-demographics
ofAfrican-Americans and Caucasians conclude that low income is directly related to
abuse in the African-American community. Although women of varying social classes
141 Ibid.
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may experience IPV, poor African-American women experience violence at a
disproportionately higher rate. Violence is a major contributor to homelessness for
women and children. Women who are homeless or living in poverty are more likely to
experience psychological sequela in response to being battered. Economic dependence is
the primary variable affecting one’s decision to leave or stay with an abusive partner.
Attempting to leave the abuser may be initially unsuccessful. Battered women on an
average make five attempts to leave their partner before actually ending the abusive
relationship.142
Also, neighborhood poverty, drug, and alcohol abuse are associated with
increased risk of IPV among African-American couples. Studies of emergency
departments suggest that IPV preceded substance abuse in most cases. Some researchers
have noted that alcohol may act as a cultural “time out” for antisocial behavior, thus
making men more likely to act violently when they are drunk because they do not feel
they will be held accountable.143 Women may begin to use coping mechanisms such as
alcohol or other substances as a means of self-medicating in order to escape the pain
associated with the abusive relationship. Demographic risk factors include partner
unemployment, educational, and criminal background. African-American males are
underrepresented in the workforce causing societal stress and displaced aggression. Men
living in poverty feel emasculated if the woman is the sole provider or makes more






created chronic frustration among African-American males. Their frustration is then
translated into anger and violence towards their partner. The imbalance of power and
authority in society is transferred into the home, his only resource of control. This
becomes a crisis ofmale identity resulting in violence.
A majority of offenders have low self-esteem, are extremely jealous, have a high
frequency of stress, have poor communication skills, and have aggressive or hostile
personality traits.145 Generalizations made about batterers indicate that they are in their
mid-twenties to thirties, substance abusers, under-employed, have prior arrests, and high
school graduates. Batterers abuse victims as an expression of power, domination, and
control. They believe violence is ok saying “I only pushed her.” Assaultive men have
greater needs for power to overcompensate in the areas where they lack confidence.
Most offenders believe in traditional male/female sex roles with unrealistic relationship
expectations. Batterers are out of touch with their emotions so they use violence to
eliminate or reduce feelings of helplessness, worthlessness, and powerlessness. They
blame others for their actions such as “she made me do it” as a reason not to take
responsibility for their actions. Abusive partners have a tendency to underestimate the
severity and impact of their abuse on the victim.
Health Problems Associated with IPV
Women who experience higher levels of abuse report greater levels of injuries
than women who experience lower levels of abuse. Women who report higher levels of
physical abuse will report a greater number of health problems than women who report
145'Ibid.
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lower levels ofphysical abuse. Females who have been sexually and physically
abused have a 50%-60% greater chance of having gynecological, and stress-related
problems than women who have never been abused.146 Women who experience higher
levels of stress will have greater psychological problems than women who have lower
levels of stress. The relationship between abuse, stress, and physical health problems
decreases once the effect of injuries is accounted for. There are certain signs, symptoms,
and illnesses that primary care physicians should recognize as associated with a past or
present history of domestic violence. Most health care professionals associate injuries
found on the face, neck, upper torso, breast or abdomen with domestic violence. When
women exhibit signs of gynecology, chronic stress, or central nervous problems,
physicians should consider domestic violence as the possible root of the problem.
A U.S. statewide survey estimated that 3.9%-8.3% ofwomen have a prevalence
of abuse before, during, and after pregnancy.147 If abuse occurs in the early stages of the
pregnancy, it strongly predicts abuse during the later stages. This type of abuse causes
impairment to the mother and child, which may be related to more low-birth-weight
infants. For the fetus, abuse can cause direct harm, such as pre-term birth injury, or
indirect harm caused by psychological distress. A study of 1,203 pregnant women
revealed that they scored higher on the Danger Assessment Scale than women abused
before but not during pregnancy. Abused pregnant women are also more likely to smoke
cigarettes which also contribute to neonatal death. Women with unwanted or unplanned




women with unplanned pregnancies had four times the odds of experiencing violence
by their partners than did women with intended pregnancies due to the increased level of
stress.148 The Abuse Assessment Screen (AAS) is the most effective screening method
for detecting abuse during pregnancy.
Summary
Historically, IPV for women has been a significant social problem that is
continually being ignored. The societal silence on violence against women suggests that
society, in some aspects, condones its existence. Women survivors experience a
profound violation of their bodies inside and out causing great emotional, physical, and
psychological effects. The core experience of violence is helplessness, disempowerment,
and isolation which may lead to depression. Violence is a cohort of depression among
women that leaves them feeling ashamed, fearful, and under-diagnosed. This problem
has been documented for more than two decades, yet we still do not have a clear
explanation of this traumatic existing relationship.
148Planned Parenthood, “Relationship Abuse, Intimate Partner Violence, and Domestic Violence





The purpose of this study was to explore depression as a sequela (a pathological
condition) in African-American women who have experienced intimate partner violence
by a current or former spouse or boyfriend. Eighty-one women were enrolled in this
study who reported being exposed to intimate partner violence within the past six months.
The research questions were: 1) How does demographics relate to level of depression in
African-American women exposed to intimate partner violence? 2) How does the form of
abuse experienced by African-American women exposed to intimate partner violence
relate to their level of depression? and 3) How do the multiple forms of abuse
experienced by African-American women relate their level of depression? The
hypotheses were: 1) There are no significant relationships between demographics of
African-American women exposed to intimate partner violence and their level of
depression. 2) There are no significant relationships between the form of abuse
experienced by African-American women exposed to intimate partner violence and their
level of depression, and 3) There are no significant relationships between level of
depression among African-American women and multiple forms of abuse.
SPSS software version 11.0 was used to analyze the descriptive data and the null
hypotheses. Multiple regression analyses, correlations, and bivariate analyses were used
to explore the relationships within the data. Quantitative analyses were conducted to
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correlate the relationships among demographics and depression, the relationship between
the forms of abuse and depression, and the relationship ofmultiple forms of abuse and
the level of depression. This chapter will present the findings in three sections.
Section I will report results of the Demographics Questionnaire. Section II will report the
data analysis from the Beck Depression Inventory-II and the Index of Spouse Abuse.
Section III will report findings related to the three research questions and the three
hypotheses.
SECTION I: Results of the Demographic Questionnaire
The demographic characteristics of the eighty-one (n=81) participants included
age, relationship status, children, and education level as shown in Table 3.
Age
The target population for this study consisted of African-American women ages
19-54. The mean age for the group was 36 (SD= 8.8). The median age was 38. The
largest number of research participants (n-28 or 35%) was 40-49 years of age. The
remaining distributions were as follows: 19-29 (n=21 or 26%); 30-39 (n=26 or 32%); 50-
54 (n=4 or 5%); two participants did not list their age.
Relationship Status
The majority of the participants were single/never married (n=19 or 23%). The
relationship status of the remaining women was as follows: married (n=5 or 6%),
divorced (n=13 or 16%), widowed (n=5 or 6%), cohabitating (n=18 or 22%), separated
(n=9 or 11%) and not living with partner (n=12 or 15%). Findings show that an equal
number ofparticipants are married or widowed in this study.
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Children
A majority of the participants had children who may or may not be living with
them in the home (n=70 or 86%). The remaining participants reported not having any
biological children (n=l 1 or 14%).
TABLE 3

















































Thirty-six (44%) of the participants reported having less than a 12th grade
education. The education levels of the remaining participants were: high school graduate
(n=l 8 or 22%); General Education Diploma (n=5 or 6%); some college/ technical (n=19
or 23%); college graduate (n=3 or 4%). There were no participants who reported
attending graduate school.
Socioeconomic Status
Socioeconomic status was measured based upon the adjusted annual household
income below or at poverty level. The socioeconomic demographics of the participants
included homelessness, income source, and monthly household income as shown in
Table 4.
Homelessness
Participants were asked if they considered themselves homeless or without
permanent residence. The number of participants who considered themselves homeless
or without permanent residence was 36 (44%). The remaining participants reported
having shelter (n=45 or 56%).
Income Source
The majority of the population was indigent which means they were receiving
some type of federal aid at the time of this study. Half of the participants were receiving
food stamps (n=41 or 51%). The income sources of the remaining participants were
reported as follows: Temporary Assistance for Needy Families, TANF (n=l 1 or 14%);
disability (n=19 or 23%); and employed (n=13 or 16%).
TABLE 4
SOCIOECONIMIC DEMOGRAPHICS (N= 81)




















Missing data 5 6
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Monthly Household Income
Participants were asked to indicate the range of their total monthly household
income. The majority of the sample reported $0-$499 (n=35 or 43%). The remaining
participants reported monthly household incomes of $500-$999 (n=16 or 20%); $1000-
$1999 (n=12 or 15%); $2000+ (n=13 or 16%). Five participants did not report their
monthly household income (n=5 or 6%).
SECTION II: Data Analysis of the BDI-II and the ISA
Inferential statistics were used to analyze the data of the BDI-II and the ISA. The
findings of each survey instrument will be discussed in this section. Raw scores from the
BDI-II and the ISA were entered into the SPSS database to determine level of depression
and type of abuse. Numerical responses were used to indicate level of depression and
frequency of abuse. The computations for each survey instrument were analyzed.
Results of the Beck Depression Inventory-II
The BDI-II is a self-report rating scale that measures attitudes and symptoms of
depression. Internal consistency ranges from .73 to .92 with a mean of .86. The
reliability analysis of the BDI-II for this study was a= .90 (M= 34.48 and SD=12.95).
Respondents were asked to choose the number that corresponds to the sentence that
expresses the intensity of their experience of symptoms of depression: 0 = minimum; 1 =
mild; 2 = moderate; and 3 = severe. A majority of the participants experienced
symptoms of depression n= 3 (severe) or n=2 (moderate).
According to the participants scores on the BDI-II; five (n=5) participants
experienced a minimal level of depression, six (n=6) participants experienced mild levels
of depression, n=14 participants experienced moderate levels of depression and n=56
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participants experienced severe levels of depression as shown in Figure 2. Data revealed
there was no significant variance in the levels of depression among the study participants.
Data show the majority of the participants (n=56 or 69%) were severely depressed





Fig. 2. Level of depression among African-American women exposed to IPV
Results of the Index of Spouse Abuse
Three types of abuse were measured using the ISA: physical, psychological, and
sexual. The overall reliability analysis of the ISA for this study was a= .95 (M=93.62
and SD=28.31). Each type of abuse was subcategorized and measured with respect to its
occurrence on a 5-point Likert scale. The following three subscales; ISA-Physical, ISA-
Sexual, and ISA-Psychological were created by grouping related statements as they
pertain to each type of abuse. The level of frequency of occurrence was represented as
never, rarely, occasionally, frequently, and very frequently.
TABLE 5
ISA-PHYSICAL IDENTIFIES ANY ACT IN WHICH THE PARTICIPANT REPORTED PHYSICAL HARM
Physical (N=81) Never Rarely Occasionally Frequently
Very
Frequently
7. My partner punches me with his fists. 29 12 12 12 16
10. My partner acts like I am his servant. 15 4 13 17 32
13. My partner threatens me with a weapon. 49 3 11 8 10
17. My partner beats me so badly that I must seek medical
help. 47 7 18 5 4
23. My partner slaps me around my face and head. 23 11 15 17 15
24. My partner becomes abusive when he drinks. 33 6 9 13 19
27. My partner acts like a bully towards me. 11 8 13 21 28
28. My partner frightens me. 16 8 14 18 25
30. My partner acts like he would like to kill me. 29 5 15 11 21
In Table 5, statements 7, 10, 13, 17, 23, 24, 27, 28, and 30 pertained only to physical abuse. The reliability index for this
subscale consisting of 9 items was a= .88 (M= 25.53 and SD= 9.6). The statement related to physical abuse that yielded the highest
number of participants (40%) indicating “very frequently” was number 10: “My partner acts like I am his personal servant.”
TABLE 6
ISA-SEXUAL IDENTIFIES ANY ACT OR THREAT OF SEXUAL ACTIVITY WITHOUT PARTNER CONSENT
Very
Sexual (N=81) Never Rarely Occasionally Frequently Frequently
4. My partner makes me perform sex acts that I do not enjoy. 31 11 13 8 18
21. My Partner demands sex whether I want it or not. 26 6 15 9 25
As shown in Table 6, the reliability index for this subscale consisting of two items was a=.83 (M= 5.65 and SD=3.02).
Although 31 participants (38%) indicated “never” to the statement “My partner makes me perform sexual acts that I do not enjoy,” a
total of 50 participants (62%) indicated that they had been made to perform sexual acts that they did not enjoy at some level of
frequency: “very frequently” (n=18, 22%); “frequently” (n=8, 10%); “occasionally” (n=13, 16%), and “rarely” (n=l 1, 14%).
Similarly, while 26 (32%) participants indicated “never” to the statement “My partner demands sex whether I want it or not,” a total of
55 participants (68%) indicated that their partner had demanded sex at some level of frequency: “very frequently” (n=25, 31%);
“frequently” (n=9, 11%); “occasionally” (n=15, 19%), and “rarely” (n=6, 7%). (n=25, 31%); “frequently” (n=9, 11%); “occasionally”




ISA-PSYCHOLOGICAL IDENTIFED ANY ACT IN WHICH THE WOMAN FELT THREATENED OR EMOTIONAL HARM
Psychological N=81
1. My partner belittles me.
2. My partner demands obedience to his whims.
3. My partner becomes angry if I tell him he is drinking too much.
5. My partner becomes very upset if dinner is not done.
6. My partner is jealous and suspicious ofmy friends.
8. My partner tells me I am ugly.
9. My partner tells me I really couldn't manage without him.
11 .My partner insults me or shames in front of others.
12. My partner becomes angry if I disagree with him.
14. My partner is stingy in giving me enough money.
15. My partner belittles me intellectually.
16. My partner demands I stay home to take care of the children.
18. My partner feels that I should not work or go to school.
19. My partner is not a kind person.
20. My partner does not want me to socialize with my friends.
22. My partner screams and yells at me.
25. My partner orders me around.
26. My partner has no respect for my feelings.
29. My partner treats me like a dunce.
Never Rarely Occasionally Frequently Very Frequently
5 7 16 21 32
10 3 12 20 36
28 5 7 20 20
20 10 20 17 14
13 1 12 15 40
36 5 8 12 20
24 5 10 14 28
19 10 15 18 19
3 8 23 21 26
20 10 8 14 29
10 13 9 22 27
49 2 9 9 12
42 7 14 7 11
18 14 18 9 22 -
15 4 16 16 30
5 7 12 29 28
12 8 15 24 22
8 8 15 20 30
13 7 21 12 28
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The following pairs of statements referred to similar concerns and were included
to gauge the consistency ofparticipants’ responses: (A) ISA-Psychological number 6 My
partner is jealous and suspicious ofmy friends and ISA-Psychological number 20 My
partner does not want me to socialize with my friends; (B) ISA-Psychological number 15
My partner belittles me intellectually and ISA-Psychological number 29 My partner
treats me like a dunce; and (C) ISA-Psychological number 2 My partner demands
obedience to his whim and ISA-Psychological number 25 My partner orders me around.
The frequency ofparticipants’ responses was consistent with respect to each member of
the pair.
SECTION III: Findings Related to the Research Questions and Hypotheses
Research Question 1; Null Hypothesis 1
Research question 1 examined the relationship between demographics and level
of depression for African-American women exposed to intimate partner violence. A
Multiple Regression Analysis was conducted to determine significance of constant
coefficients in correlation to the BDI-II results. The dependent variable was the BDI-II
results and the independent variables were age, monthly income, length of abuse,
employment, homelessness, education, and physical, sexual, and psychological abuse as
shown in Table 8. Correlations which are < P.05 were considered non-significant
variables in relationship to the BDI-II results. The demographic data showed level of
significance with regards to the BDI-II. The significant results were age (P=.017, B= -
.427) and psychological abuse (P=.041, B= .342).
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TABLE 8
RELATIONSHIP BETWEEN DEMGRAPHICS AND AFRICAN-AMERICAN





Model B Std. Error
Beta
(Constant) 41.306 9.152 4.513 .000
ISA-Physical -.280 .325 -.208 -.862 .392
ISA-Psychological .342 .164 .469 2.083 .041





Age -.427 .174 -.289 -2.457 .017
Employed -1.891 4.390 -.051 -.431 .668
Length -4.302 4.971 -.101 -.865 .390
M-Income 5.797 9.849 .071 .589 .558
Education .815 3.106 .031 .262 .794
Dependent Variable: BDI-II
The analysis was obtained using a Multiple Regression Analysis to determine if
the demographics was related to depression in African-American women. Data indicated
an inverse relationship between depression and age. Specifically, as age increases
depression decreases. These findings suggest that younger women who are exposed to
intimate partner violence may be more likely to be depressed than older women who are
exposed to intimate partner violence. The correlation ofpsychological abuse and the
BDI-II results indicates that as abuse increases level of depression will also increase. The
null hypothesis stated there were no significant relationships between demographics
among African-American women exposed to intimate partner violence and their level of
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depression. There were two significant results revealed, age and psychological abuse.
This null hypothesis was rejected.
Research Question 2; Null Hypothesis 2
Research question 2 examined how the form of abuse experienced by African-
American women exposed to intimate partner violence related to their level of
depression. As shown in Table 9, there were no significant relationships between ISA
subscales and the BDI-II results. Five percent (n=4) of the participants were exposed to
only one form of abuse, psychological. Participants who had been exposed to
psychological abuse, only, were all severely depressed except for one who was suffering
from amild case of depression. The remaining study participants (n=77) experienced
multiple forms of abuse.
TABLE 9
RELATIONSHIP BETWEEN THE RESULTS OF THE ISA SUBSCALES
AND THE BDI-II
ISA-Physical BDI-II ISA-Psy ISA-Sexual
ISA-Physical
Pearson Correlation 1 .110 .834(**) .676(**)
Sig. (2-tailed) .328 .000 .000
N 81 81 81. 81
BDI-II
Pearson Correlation .110 1 .182 .023
Sig. (2-tailed) .328 .105 .841
N 81 81 81 81
ISA-Psy
Pearson Correlation .834(**) .182 1 .678(**)
Sig. (2-tailed) .000 .105 .000
N 81 81 81 81
ISA-Sexual
Pearson Correlation ,676(**) .023 .678(**) 1
Sig. (2-tailed) .000 .841 .000
N 81 81 81 81
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The null hypothesis stated that there were no significant relationships between the
form of abuse experienced by African-American women and their level of depression.
Results revealed there were no significant statistical correlations among form of abuse
experienced by African-American women and level of depression. In this study the
correlation between form of abuse and depression was not significant. The null
hypothesis was not rejected.
Research Question 3; Null Hypothesis 3
Research question 3 examined how multiple forms of abuse experienced by
African-American women exposed to intimate partner violence relate to their level of
depression. Table 10 shows there were no significant relationships. The multiple forms
of abuse are PHY/SEX (physical and sexual), PSY/SEX (psychological and sexual), and
PHY/PSY (physical and psychological).
TABLE 10
RELATIONSHIP BETWEEN MULTIPLE FORMS OF ABUSE
AND THE BDI-II RESULTS
BDI-II PHY/SEX PSY/SEX PHY/PSY
BDI-II
Pearson Correlation 1 .095 .165 .163
Sig. (2-tailed) .399 .141 .147
N 81 81 81 81
PHY/SEX
Pearson Correlation .095 1 ,878(**) ,932(**)
Sig. (2-tailed) .399 .000 .000
N 81 81 81 81
PSY/SEX
Pearson Correlation .165 .8780 1 .9790
Sig. (2-tailed) .141 .000 .000
N 81 81 81 81
PHY/PSY
Pearson Correlation .163 ,932(**) .979(**) 1
Sig. (2-tailed) .147 .000 .000
N 81 81 81 81
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Twenty-five percent (n=20) of the participants experienced physical and
psychological abuse only. Thirteen of them were severely depressed, three were
moderately depressed, three were mildly depressed, and one was minimally depressed.
There was only one participant who had experienced both sexual and psychological abuse
who was suffering from severe depression. Seventy percent (n=57) of the participants
experienced all three forms of IPV: physical, sexual, and psychological abuse. Thirty-
nine of those participants were severely depressed, nine were moderately depressed, nine
were mildly depressed, and four were minimally depressed.
The null hypothesis stated there were no significant relationships between level of
depression among African-American women and multiple forms of abuse. No significant
findings were revealed. The null hypothesis was not rejected.
Summary
The purpose of this chapter was to determine the relationship between depression
and African-American women exposed to intimate partner violence utilizing the Beck
Depression Inventory-II (BDI-II) and the Index of Spouse Abuse (ISA). There were
three research questions and three hypotheses addressed in this study that examined the
relationship between level of depression and demographics, level of depression and form
of abuse, and level of depression and multiple forms of abuse. Overall, there were no
significant demographic variations among participants as shown in the Demographic
Characteristic as reported in Table 2 and Socioeconomic Demographics as reported in
Table 3. Participants in the current investigation were on the average 38 years of age,
had children, reported less than a 12th grade education, and received federal or
government assistance.
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According to the data, intimate partner violence is not the only factor that predicts
level of depression among African-American women. Data shows, living situation,
employment, monthly household income, education, age, and length of abuse which may
contribute to level of depression among African-American women. Data reported in the
ISA indicates African-American women were exposed to intimate partner violence and
the data from the BDI-II results show that the majority of the participants were identified
as moderate to severely depressed. The results indicate there was one significant
relationship between the form of abuse and level of depression among African-American
women. The significant finding indicated that age and psychological abuse correlate with
level of depression in African-American women.
CHAPTER V
DISCUSSION
The purpose of this study was to explore depression as a sequelae (a pathological
condition) in African-American women who have experienced intimate partner violence
by a current or former spouse or boyfriend. This study identified the relationship
between IPV and depression among African-American women. The study also examined
how the forms of abuse experienced by African-American women affected their level of
depression as measured by the BDI-II and the Index of Spouse Abuse (ISA). Three
research questions were developed and the corresponding null hypotheses for each
question were tested.
The results of this study demonstrated that African-American women exposed to
intimate partner violence suffer from an increased level of depression. Sixty-nine percent
(69%) of the study participants were severely depressed. For this study, Figure 4 is an
illustration of how the types of abuse correlate with intimate partner violence among
African-America women. While IPV is exhibited in physical and sexual abuse, for this
study, illustrated in Figure 3, African-American women exposed to psychological abuse
were prone to experience increased levels of depression. This illustration shows the
relationship between African-American women who have experienced physical,
psychological, and sexual abuse which may lead to depression.
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Fig. 3. Forms of Abuse Related to Intimate partner Violence by the author
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Demographic Questionnaire
The demographic questionnaire provided background information on research
participants. The instrument consisted of questions regarding participants’
educational level, level ofmonthly and household income, number of children, place
of residence, job status, age, living situation, and relationship status. Results of the
demographic questionnaire indicated that most of the research participants (92.5%)
were between the ages of 19-49. Two participants did not reveal their age. This
finding indicates that African-American women are exposed to IPV in late
adolescence and early adulthood through late adulthood. State ofGeorgia reported
that 30 % of girls and women between the ages of 15-44 will be abused at least once
by their partner during their lifetime.145 Based on the data reported in this study, the
majority of the participants (86%) had children who may or may not be living with
them in the household, however, single/divorced and women cohabitating represent
the majority of the sample population (61.7%) were subject to IPV.
Also indicated in the results of the study, 45% of the participants had less than
a 12th grade education, 28% had obtained a high school diploma and 27% had
education beyond high school. Thus, these results indicate that the level of education
does not impact women’s choice to remain in an abusive relationship.
Socioeconomic Demographics
The socioeconomic demographics provided information on the financial status
of the participants. Three questions regarding level of income (i.e. homelessness,
income source, and monthly household income) determined participants
145National Coalition Against Domestic Violence, “Georgia Domestic Violence Facts,”
Available online from www.ncadv.org. accessed May 2006.
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socioeconomic status. Forty-four percent of the participants identified themselves as
homeless. As reported in the literature, homeless women are typically long-term
welfare recipients, who report significantly higher rates of current and/or past abuse
in relationships.146 The data reported in this study are consistent with the findings of
Nam and Toleman, suggesting abused women low-income women residing in shelters
are victims of IPV.1 7
The main source of income for the study participants was government
assistance including TANF (14%) and Food Stamps (51%). Only 16% of the
participants reported being employed. The monthly household income ranged from
$0 to over $2,000 or above. On an average, 63% of the women reported monthly
household incomes between $0-999. There were 5 participants who did not reveal
their monthly household income.
It has been reported that abused African-American women are more likely to
receive welfare than non-abused women. 148 According to Gelles’ Exchange and
Social theory, women living in poverty might also find it more difficult to leave their
abuser because they do not have the resources needed to survive on their own.
Further his research indicates that men use violence as a means of control to
compensate for a lack resources such as income. In conjunction with Gelles, this
I46Yunji Nam and Richard Toleman, “Partner Abuse and Welfare Receipt Among African-
American and Latino Women Living in a Low-Income Neighborhood,” Social Work Research 47
(December 2002): 241.
147Janice Humphreys, Kathryn Lee, Thomas Neylan, and Charles Marmar, “Trauma History
of Sheltered Battered Women,” Issues in Mental Health Nursing 69 (1999): 319.
148Nam, 241.
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Research question one and hypothesis one stated there are no significant
relationships between demographics ofAfrican-American women exposed to intimate
partner violence and their level of depression. Results show that age was the only
demographic with a significant correlation with level of depression. African-
American women between the ages of 19-49 experienced moderate to severe levels of
depression. The identified age in this study is consistent with studies conducted by
the Center for Disease Control (CDC) and the Division of Public Health, Georgia
Department of Human Resources (GDHR) and Georgia’s Women’s Health Survey
(GWHS). In their study, it was reported that women between the age of 15-44 and of
low social economic status were at greater risk of IPV.149
Hypothesis Two
Research question two and hypothesis two stated there were no significant
relationships between form of abuse experienced by African-American women
exposed to intimate partner violence and their level of depression. The ISA measured
the frequency and type of partner abuse experienced by African-American women.
While the ISA subscales, physical and sexual, did not show a significant relationship,
however, psychological abuse was significant. This may be due to the greater
number ofpsychological examples to choose from (n=19) compared to physical (n=9)
149Center for Disease Control, “Lifetime and Annual Incidence of Intimate Partner Violence
and Resulting Injuries-Georgia,” Morbidity andMortality Weekly Report 60 (October 1998): 4.
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and sexual (n=2). ISA-Psychological was identified as any act in which the woman
felt threatened or emotionally harmed. Statements 1, 2, 3, 5, 6, 8, 9, 11, 12, 14,15,
16, 18, 19, 20, 22, 25, 26, and 29 pertain only to psychological abuse, as shown in
Table 6. The statement related to psychological abuse that yielded the highest
number ofparticipants 49% (n=40) indicating “very frequently” was number six:
“My partner is jealous and suspicious ofmy friends.” A previous study conducted by
Savicevic supports the finding that psychological abuse is more detrimental to women
than physical abuse.150
Further results of the ISA- psychological subscale indicated that the majority
of the study participants selected frequently or very frequently on 14 of the
statements, as shown in Table 6. These results are relevant to the 14 statements
where participants selected frequently and very frequently: “My partner belittles me
(65%), My partner demands obedience to his whims (69%), My partner is jealous and
suspicious ofmy friends (68%), My partner tells me I really couldn’t manage without
him (52%), My partner becomes angry if I disagree with him(58%), My partner is
stingy in giving me enough money (53%), My partner belittles me intellectually
(60%), My partner does not want me to socialize with my friends (57%), My partner
orders me around (57%), My partner screams and yells at me (70%), My partner has
no respect for my feelings (62%), My partner treats me like a dunce (49%), My
partner becomes angry if I tell him he is drinking too much (49%). Data shows a
150Lara Savicevic, “Depressed Symptoms Among Psychologically and Physically Abused
Women Who Seek Refuge in Domestic Violence Shelters” (Ph.D. diss., Adler Professional School of
Psychology, 2004), 7.
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large number of participants experience psychological abuse by a spouse, ex-spouse,
or boyfriend.
Further, the research indicated that sexual abuse occurred among the
participants. Findings may be a result of the rate ofAfrican-American women who
are forced to have sex as reported on the ISA-Sexual. Question 4, 31% indicated,
“My partner makes me perform sex acts that I do not enjoy.” Twenty-six percent of
the participants responded to question 21, “My partner demands sex whether I want it
or not.” African-American women have higher rates of sexual assault per 1000. 1
The low numbers reported in this study support the fact that sexual abuse is often the
1 *59
most difficult aspect of abuse for women to discuss.
Although IPY did not significantly correlate with depression, 69% (n=56) of
the participants identified themselves as being severely depressed. These findings are
consistent with Savicevic’s study which reported seventy-five to eighty percent of
women who experience abuse in their relationships will report symptoms of
depression. Participants reported high levels of sadness, pessimism, punishment
feelings, self-criticalness, loss of interest, changes in sleep patterns, tiredness or
fatigue, changes in appetite and loss of sex interest. These findings are consistent
with studies that reported abused women were found to be less healthy with
prevalence ofproblems such as nightmares which may arise from change in sleep
patterns, tiredness which may cause one to develop migraines, and changes in
151Bureau of Justice Statistics, “Violence Against Women,” Available online from
httD://www.oip.usdoi.gov/bis/cvict c.htm. accessed November 2004.
152Evan Stark and Anne Flitcraft, Women at Risk: Domestic Violence and Women’s Health,
(California: SAGE Publications, 1996), 39.
153Savicevic, 12.
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appetite which could negatively impact their gastrointestinal system.154 While this
research did not show an overall significant relationship between depression and IPV
among African-American women, previous research has reported that depression is
the most prevalent negative mental health consequence of domestic violence among
women of color.155
Hypothesis Three
Research question three and hypothesis three stated there were no significant
relationships between level of depression among African-American women and
multiple forms of abuse. The multiple forms of abuse experienced were physical
/sexual, physical/psychological and psychological/sexual as measured by the BDI-II.
All of the study participants experienced multiple forms of abuse- physical, sexual,
and psychological. However, the majority of the participants (70%) experienced all
three forms of abuse-physical, sexual, and psychological. The research findings in
this study indicated there were no significant relationships betweenmultiple forms of
abuse and depression. These findings are consistent with previous research done by
the National Center for Injury Prevention Control which states, physical abuse is
typically accompanied by emotional or psychological abuse.156
Theoretical Explanations
While this study considered theories that view violence as a symptom of
cultural pathology, the instruments used the BDI-II and the ISA does not allow for a
l54Stark, 78.
155Jacqueline Dienemann, Ellsworth Boyle, Deborah Baker, Wendy Resnick, Nancy
Wiederhom, amd Jacquelyn Campbell, “Intimate Partner Abuse Among Women Diagnosed With
Depression,” Issues in Mental Health Nursing 77 (December 2000): 499.
156National Center for Injury Prevention Control, “Intimate Partner Violence: Fact Sheet,”
Available online from http://www.cdc.gov/ncipc/factsheets/ipvfacts.htm. accessed April 2005.
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thorough analysis of the causation between IPV and depression. This study purports
the theory that violence is a symptom ofbehavioral, cultural, and interpersonal factors
which may contribute to ongoing problems of IPV. However, the data does not
eliminate the fact that Gender Entrapment theory may explain why African-American
women who are exposed to IPV feel compelled to accept violence in their lives.
Summary of Discussion
African-American women exposed to intimate partner violence in this study,
whether it was physical, sexual or psychological were depressed. Depression and
violence were the two common variables among all the study participants. There was
not an overall significant correlation between level of depression and abuse among
study participants.
As a result of the research it is imperative to enhance awareness of health care
providers as well as agencies who specialize in the care and treatment of victims
experiencing IPV. Appropriate intervention and treatment; advocacy for the right of
victims; implementation of counseling protocols and educational awareness will aid
in the nullification of psychological, sexual, and physical abuse of victims of IPV.
Intervention and Treatment
Interventions are aimed at preventing the abuse ofwomen and to improve
their health, well-being, and the amelioration of IPV. There are four basic types of
interventions, medical, advocacy, counseling, and educational. Advocacy counseling
focuses on assisting women with devising safety plans, accessing community
resources, and providing social support to include helping them find jobs, daycare,
and housing. As physical violence decreases, the quality of life increases normally
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for women in intervention groups. Personal and vocational counseling helps improve
self-esteem and selfworth; however, most programs have high drop-out rates.
Research indicates that physicians only detect about five percent of IPV cases,
underscoring the need for training of other health care professionals to detect and
address IPV. In one study which emergency department nurses were trained to
conduct partner violence screening protocol, detection increased from five percent to
I co
thirty percent. This increase in the number of patients being exposed to IPV
clearly indicates a need for services. It is vital that nurses take an active role in
detecting IPV by asking patients direct questions and establishing a supportive
patient-provider relationship to intervene with women who have been abused. It is
every medical professional’s ethical obligation to actively screen for IPV. Thus, the
following recommendation for intervention and treatment are suggested.
Social interventions address two types ofpublic intervention programs,
primary and secondary prevention of violence. An example ofprimary prevention is
distribution of leaflets and posters in a community of tenant meetings addressing IPV.
Secondary prevention intervention would consist of a home follow-up visit from a
police officer or social worker to the home of a family who has experienced violence,
as reported by a police reported complaint. Individuals who receive public education
and home visits are more likely to call the police for future assistance. However,
157Michael A. Rodriguez, Heidi M. Bauer, Elizabeth McLoughlin, and Kevin Grumbach,
“Screening and Intervention for Intimate Partner Abuse: Practices and Attitudes ofPrimary Care
Physicians,” The Journal ofthe American MedicalAssociation 29 (August 1999): 468.
158Nadine Kaslow, “Partner Violence, Social Support, and Distress Among Inner-City
African-American Women,” American Journal ofCommunity Psychology 28 (May 2000): 10.
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studies have proven that neither public education nor home visits reduce the
frequency of new violence.
Screening Protocol
There is a growing need for increased and more regulated screening
procedures in emergency room, primary care, obstetrical, and pediatric departments
by physicians. At present, primary care physicians have two options for intervention,
to detect and to prevent violence. Many screening tools exist in primary care settings,
which were designed to detect abuse with reasonable accuracy. It is important that
regulated and defined policies for routine screening of IPV be implemented into
protocol, not just for injured patients. Routine screening is the first step for early
identification of IPV. Despite the high prevalence of IPV less that 15% of female
patients report being screened using the Universal Domestic Violence Tool.159
Screening protocol incurs minimal cost and risks to patients while offering substantial
benefits. Initially some women may not recognize themselves as battered. This
allows an opportunity for victims to disclose abuse to providers who maybe the first
non-family member to whom the victim turns to for help. During this time the victim
can reflect on her current situation and consider alternative choices.
Physicians need further training in screening practices during routine medical
encounters to recognize the signs and know how to react when they encounter a
battered woman. Physician barriers include:
• lack of awareness of the prevalence
• not knowing how to intervene
159Rodriguez et al., 579.
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• lack of knowledge of referral services
• feelings of helplessness or inadequacy
Routine screening will help to identify women who are currently being abused,
women who have been battered in the past, and women who are susceptible to future
violence, and heighten the awareness of those who have never been abused. The
physician will need to ask direct nonjudgmental questions with an opening supportive
statement such as: “Violence is common in women’s lives, so I have begun to
routinely screen for abuse.” Even if the patient is not responsive, the physicians
concern for battered women may give the patient a sense of comfort and
understanding allowing the physician an opportunity to facilitate the victims decision
making process. Some examples of routine questions are:
• Are you in a relationship in which you have been physically hurt or threatened
by your partner?
• Has your partner ever threatened or abused your children?
• Are you in a relationship in which you feel you are being treated badly?
• Has your partner ever destroyed things that you cared about?
• Do you ever feel afraid ofyour partner?
The Georgia Commission on Family Violence has developed the "Model
Medical Protocol for Domestic Violence Incidents.” This model suggest, when
screening victims one should interview in private, without the partner or children
present and avoid words like "domestic violence", "abused", "battered", or anything
else that may sound demeaning or judgmental or is in reality a technical term that
those lacking professional training may fail to understand fully.
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Safety Planning
A primary care clinician may refer a patient to a safe place, such as a women’s
shelter, to counseling, or other community-based resources. Research indicates that
women who have spent at least one night in a shelter and received a specific program
of advocacy and counseling services report a decrease of re-abuse and improved
quality of life. When violence has occurred once in any relationship, there is a high
probability that it will reoccur. Ongoing safety planning is important. The objective
of safety planning is to review the woman’s available resources and priorities to
ensure the safety of her and any children providing ongoing support.160 Formal
options for the victim would include filing a complaint and having the batterer
removed from the home, staying with family or friends, or relocating. Informal
alternatives are shelters, centers for crisis, or emergency housing.
When devising a safety plan the following questions should be considered;
can you get out of the house if you need to, where is the safest place in the house, and
where can you go if you need to leave immediately. A woman should have more than
one plan since it may be impossible to anticipate when the batterer may strike again.
In addition to housing, planning for safety may include contacting women’s groups,
applying for aid, substance abuse programs, psychiatric evaluation and referral, and
counseling. It is important to remember key phone numbers, keep your cell phone
charged, open a savings account, leave important documents and a change of clothes
in an easily accessible location where your partner won’t find them, make an extra set
160 Judith Sarah Gordon, “Effectiveness ofCommunity, Medical, and Mental Health
Services for Abused Women,” (Ph.D. diss., University ofOregon, 1996), 19.
123
of car keys, and get to know your neighbors. Having a plan gives the woman a sense
of regained control in her life which is significant in the recovery process.
Advocacy for the Rights ofVictims of IPV
It is reported that Georgia currently has no standards for batterer intervention
programs. However in 2002, the Georgia legislature passed legislation giving the
domestic violence commission the jurisdiction to develop standards. The Georgia
National Coalition Against Domestic Violence reported that in 2001, law
enforcement responded to 47,802 family violence incidents; 2003, 70,557 crisis calls
were made to domestic violence shelters; 2004, 107 people died as a result of
domestic violence homicides and 4,814 women were served by domestic violence
shelters.
Legal and policy interventions include social service agencies such as social
workers, child protective services, and the welfare system. These services are widely
used due to their greater availability to women. Advocacy programs for women
explain their legal options and help them access the legal system. The most common
form of civil action in IPV cases is a protective order, injunction, or restraining order.
A protective order is a written statement from a court that tells the abuser to stop the
abuse or face serious legal consequences.161 The order offers civil legal protection
from domestic violence to both female and male victims. In some states the court has
the authority to have the batterer leave a shared residence, receive counseling, or pay
medical bills. The judge can make the protective order effective for as long as 12
161Merriam-Webster. Available on-line from http://www.webster.com. accessed November
2005.
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months. It is important to recognize the limitations of a protective order. Many
batterers obey protective orders, but some do not.
Implementation of Counseling
Crisis counseling consists primarily of telephone intervention. Abused
women call in to speak with trained professional staff on issues pertaining to partner
abuse. Hot-lines are easily accessible and convey anonymity. In an Atlanta based
study over 4,500 calls were placed to a women’s crisis hot-line in two years. The
Atlanta Council for Battered Women received an average of 185 crisis calls per
month during the two year period. Of these calls 65% were from first time callers,
20% repeat callers, and 15% were made by people other than the victim. Crisis
counselors provide support, information and education, and referrals to other help
resources. Most counselors advise women to seek further assistance beyond the crisis
hot-line. Prenatal counseling is suggested for pregnant women with a history of
abuse. Individual counseling by a trained abuse prevention nurse and an information
card containing local agency telephone numbers that assist with domestic violence are
given to victims.
Education and Awareness
Education, is necessary for survivors to be able to realize that batterers only
change when they are convinced that women will not tolerate the situation, and when
they begin to exert control over their behavior. Education is essential for both parties
involved in the healing process. Most programs who cater to battered women fail to
reform the women as well as the men. Several programs have been initiated to
reform perpetrators yet most of them fail when batterers fail to complete the program.
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Behaviorists suggest that once the women are taken out from the relationship, the
healing process can begin. Feminist theorists suggest that only the termination of the
relationship and seeking independence is the best solution to resolving abuse in
relationships. The principle of independence held by feminist psychotherapy gives
women a sense of rejuvenated liberation.
Thus, the findings and discussion lends to the need for substantive
recommendations and implications for future research.
CHAPTER VI
CONCLUSIONS
The purpose of this study was to explore depression as a sequelae (a pathological
condition) in African-American women who have experienced intimate partner violence
by a current or former spouse or boyfriend. This study examined how physical, sexual
and psychological abuse perpetuated levels of depression. This research also takes into
consideration demographic and socioeconomic status (SES) variables that may have a
significant impact on the level of depression, such as living situation, education, children,
age, relationship status and levels of income.
Based on the BDI-II, the findings indicated that a significant number ofAfrican-
American women were depressed. The findings also reported no significant correlation
between physical and sexual abuse and African-American women’s level of depression.
The most significant findings reported a correlation between levels of depression and age,
as well as psychological abuse. Based on these findings of this study the following
limitations are discussed.
Limitations of the Study
The BDI-II and the ISA did not yield data to correlate with the impact of
economic stability, support from family and friends, preventive measures and acceptance
may have on African-American resolution to remain or leave the abusive relationship.
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The second limitation was the correlation of each participant’s age with their level of
depression. Specifically, are individuals in their twenties more likely to experience
depression at an increased rate than women who are in late adulthood? Third, other
causative factors of IPV, such as the level of post-secondary education and decision to
remain in an abusive relationship were not investigated in this study. Thus, the following
recommendations for amelioration of IPV among African-American women are
highlighted.
Recommendations
Many programs focus on healing the victims while few focus on treating the
batterer which is needed in the prevention of violence against women. There are a few
treatment programs available for offenders to aid in reducing future battering. Thus a
recommendation is that mandatory standards for domestic violence intervention programs
for offenders be legislated for all states. Another recommendation is the enhancement of
programs that focus on accountability of the batterer to include anger management, drug
and alcohol prevention, and self-empowerment.
It is further recommended that mange care providers be held accountable to
provide adequate mental health and medical services for victims of IPV. Increased
access to medical or mental health care services is an additional recommendation.
Culturally, specific interventions and health care must be provided by culturally
competent and sensitive medical and mental health providers. There are varying degrees
of acculturation, the process by which African-Americans learn to adapt and negotiate the
demands ofmainstream America. New treatment programs also need to be evaluated for
impact and effectiveness in the community. Thus, it is further recommended that an
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urgent need for intervention programs are designed for the treatment ofAfrican-
American men and women.
Related Findings
In this study, the data revealed an important finding that identified African-
American women who were susceptible to suicide based on their responses on the BDI-
II. The following four items on the BDI-II have a significant correlation with suicide
attempters: 1) sadness, 7) self-dislike, 9) suicidal thoughts or wishes, and 14)
worthlessness. Participants who scored a two or higher on all four of these items are more
likely to attempt suicide than the rest of the study sample. A logistic regression of all
four items entered as independent variables had a concordance rate of 78%, meaning that
a woman’s risk for attempting suicide could be predicted correctly 78%. The data
revealed that eleven participants scored two or higher on all four items while twenty-
three participants scored a two or higher on item nine. This identified a subgroup of
women at greater risk for suicide attempts. Further research is needed that explores the
significant relationship between suicide and exposure to IPV.
The Humanistic Perspective on Abuse
The research lends to the human condition of abuse and depression ofAfrican-
American women who have been exposed to intimate partner violence. Abuse violates a
woman’s basic human rights of self-worth, dignity, and capacity for self actualization.
Her quality or state of being human is constantly being jeopardized by unjustifiable
violence in her life. As the human condition encompasses the total experience of being,
that is, wholeness, belonging, and purposefulness. Unfortunately, abuse threatens the
“being” ofwomen who are victims of IPV.
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Hence, the significance of this research study was to increase public awareness of
the devastating impact IPV has on African-American women which may result in
depression. There is a paucity of research currently available on IPV and its effects
among African-American women. This body of work adds to the genera of academia,








Date ofBirth: / /____ Race:
Grady #:
(ifmeets criteria)
Status of interview: 1) Screened and meets criteria
2) Screened and does not meet criteria (please check all that apply)
_No IPV in past year
No attempt in past year
Outside age criteria
MMSE too low
Acutely psychotic/delirious (reevaluate later for appropriateness)
Other
3) Screened and refused
4) Refused to be screened
Interviewer: The questions I am going to askyou are sensitive in nature, andmay be hardfor somepeople to
answer. Your responses will be keptprivate, so please try to answer as honestly as you can.
1. In the past year have:
a) intentionally taken pills to overdose? No Yes
b) tried to shoot yourselfor jump from a high place? No Yes
c) cut yourself (describe) No Yes
d) intentionally (on-purpose) tried to take your life? No Yes
e) attempted to commit suicide? No Yes
If YES, When was your most recent suicide attempt (month/year)? /
2. Have you been in a relationship with a partner in the past year? . No Yes
IfYes, within the past year has a partner:
a) slapped, kicked, pushed, choked, or punched you? No Yes
b) forced or coerced you to have sex? No Yes
c) threatened you with a knife or gun to scare or hurt you? No Yes
d) made you afraid that you could be physically hurt? No Yes
e) repeatedly used words, yelled, or screamed in a way No Yes
that frightened you, threatened you, put you down, or
made you feel rejected?
If yes to any of the DY questions:
Do you have a child between the ages of 8-12? No Yes
If yes, Would you be willing to be interviewed with your child by the Safety Project? No Yes
IF YES, GET CONTACT INFORMATION!
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I, : • , hereby authorize the Grady Nia Project to:
obtain release the following indicated information regarding myself ormy dependent
named above. It is further understood that this authorization is subject to revocation at any time,
except to the extent that action has already been taken in accord with this authorization. In any
event, this release will expire 90 days from the date signed by the patient.
SPECIFIC INFORMATION TO BE DISCLOSED:
Diagnosis Statement of Progress
Treatment Plan (Therapy andMedication) Treatment Recommendations
Discharge Summary'' Results ofPsychological Testing
Other
In the event that I can not be contacted by phone or mail, you have my permission to contact the
following people to discuss my whereabouts.
Name (relationship, phone number)
Name (relationship, phone number)
Name (relationship, phone number)_






Emory University School ofMedicine - Grady Health System
Consent and Authorization to be a Research Subject
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[tie: Group Intervention for Black Female Suicide Attempters
rincipal Investigator: Nadine Kaslow, Ph.D.
ponsor’s Name: National Center for Injury Prevention and Control
ttroduction/Purpose:
We are asking you to volunteer to be in a research project about African American women‘who have made a
licide attempt. We have asked you to be in the study because you are between the ages of 18 and 64 and have sough
re at Grady Health System following a suicide attempt. The purpose of this study is to learn more about the types o
tervention that are most helpful to women who attempt suicide, so that we can learn better ways to help women in
is situation. Each woman will be in the project for about 15 months. Over the course of three years, we will survey
>out 192 women.
rocedures:
Your being in the project will include:
Screening protocol - A member of the research team will meet with you for about 20-30 minutes and ask you
questions to see if you are eligible for the project.
A survey - If you are eligible, amember of the research team will give a survey to you in a face-to-face
setting atGrady Health System. This person will ask you questions about your life events, concerns, feelings,
and thoughts. This survey will take about 2-2 1/2 hours to complete. After the survey is completed, we will
talk with you about different types of treatment for suicidal women and things that may get in the way of you
participating in treatment.
) An intervention. After the survey, you will be assigned to one of the two groups by chance. Like flipping a coin
you will have 1 in 2 chances ofbeing assigned to either group. In one group, we will ensure that you receive
standard mental health and health care at Grady Health System. In addition, we will call you on 4 occasions to
see how you are feeling and to help you get resources that you may need. You will also have access to our
Resource Room. In the other group, we will ensure that you receive standard health care at Grady Health System
and we will ask you to attend 10 weekly support group meetings with up to 12 other women at Grady Health
System. Each meeting will last 90 minutes and will be led by experienced therapists on our project team. These
meetings will be videotaped. The taping of the sessions is consistent with standard protocol in psychosocial
treatment outcome research. The purpose of the taping is to make sure that the therapists are conducting the
intervention as it should be conducted (therapist adherence to the treatment manual) and that they are conducting
the intervention competently. These video tapes will not be used to assess your behavior and they will not be
transcribed. They will be destroyed as soon as they viewed for the purpose of coding the therapists’ behavior and
performance. You will also have access to our Resource Room,




A post-intervention survey and three follow-up surveys. We will survey you again within a week of your fir
survey about your mental health concerns and your views on life and relationships. We will then survey you thn
more times about your life events, concerns, feelings, and thoughts. We will do this 10 weeks after the first
survey, then again 6 months after the second survey, and then again 6 months after the third survey. These
surveys will also take about 2 hours to complete. This will let us know how you were helped from the study, an
will allow us to compare the two groups to learn which is most helpful for women.
isks:
Being in the study should not be too hard; but it may be hard to talk about your life events, feelings, worries,
concerns. Ifyou become upset by anything in the survey or the group sessions, or if you feel suicidal, you will be
ie to talk with someone about your concerns. Also, being in the study takes time. There is some chance that the
:atments you receive will not be helpful to you. Since this study is designed to test a new therapy, there may be risl
discomforts that are not yet known.
rnefits:
Taking part in this research study may not benefit you personally, but our project team members hope to lean
w things that will help others in similar situations to yours. Yet, we hope that you will benefit from this research b;
.ving the chance to share your thoughts and feelings, and by learning about ways of coping and getting community
sources.
Iternatives:
You may choose not to participate in this project and to receive counseling or medications at your local
community mental health center or from a mental health professional in the community.
mfidentialitv and Protected Health Information fPHD:
Protected health information (PHI) is any health information about you that identifies you or that can
isonably be used to identify you by the person to whom it is provided. The people who are conducting the study
ie “Researchers”) may need to look at your study record that contains PHI. In addition, government agencies that
ike rules and policies about how research is done, including the Office for Human Research Protections (OHRP)
ve the right to review these records. Sponsors who pay for the study also have the right to review records,
:luding Centers for Disease Control and Prevention as does the Emory University Institutional Review Board
IB), Emory University Human Investigations Committee, and the Grady Research Oversight Committee. In
dition, records may be disclosed pursuant to court order.
e will not use or disclose your records in any ways other than the ways we describe in this form, and we will keep
ur records private to the extent allowed by law. We will do this even if outside review of your records occurs. We
11 use a study number or other code rather than your name on study records where we can. Your name and other
;ts that might point to you will not appear when we present this study or publish its results. Information regarding a
spicion of child or elder abuse or neglect will be reported to the Department of Family and Children's Services.
ider the Health Insurance Portability and Accountability Act (HEPAA), a federal law enacted to protect the privacy
your PHI, before we can use or disclose your PHI, we must provide you with information about what PHI will be
3d and how it will be used and disclosed. This section of this form provides you with this information regarding
ur PHI. Specifically, it will tell you what PHI the Researchers will look at; who will collect the PHI; who will use
: PHI, with whom it will be shared and the purpose of each use or disclosure; the expiration date or event, if any,
er which we won’t use or disclose your PHI any more; and your rights under HIPAA to ask us not to use your PHI




y more. If you decide to participate in this research, then you will be agreeing to let the Researchers and any other
rsons, companies or agencies described below to use and share your PHI for the study in the ways that are set forth
this section, so please review this section very carefully.
hat PHI will the Research Team Use:
The Researchers will request information that identifies you such as your name, patient identification
number, medical records number, and birth date. The Researchers will also ask about your medical and
psychiatric history. They will record this identifiable information in your research file.
ho will Collect the PHI:
The Researchers will collect the PHI described above. If any of the PHI is to be shared with other persons,
as described later on in this section, then the Researchers also will be responsible for making these
disclosures.
ho will Use the PHI; With Whom will it be Shared; and For What Purposefsi Will it be Used or Shared:
In order to conduct the study, the PHI that is collected regarding you will be used by or shared with the
following persons, agencies or companies for the purposes listed in the chart below:
Person/Entity Purpose
Researchers To conduct the studv entitled, Group
Intervention for Female Suicide Attemnters, the
purpose ofwhich is to learn more about the types
of intervention that are most helpful to women
who attempt suicide, so that we can learn better
ways to help women in this situation.
Governmental Agencies with oversight over the
research being conducted.
To monitor safety, efficacy and compliance with
applicable laws and regulations.
Emory University personnel, committees and
departments charged with oversight of research,
including the IRB.
To monitor safety and compliance with
applicable laws, regulations and University
policies and procedures.
Grady Health Systems personnel, committees and
departments charged with oversight of research,
including the IRB.
To monitor safety and compliance with
applicable laws, regulations and Hospital policies
and procedures.
National Center for In jury Prevention and Control To provide oversight for the study.
Statisticians hired by the study sponsor. To perform data analysis.
Researchers working on this study at other sites,
including sites at Clemson University and the IRB for
this site.
To assist in the conduct of this study; for future
research related to this study; and to report
problems (“adverse events”) and issues that
occur during the study.
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cpiration Date or Event.
The Researchers will add your PHI to a database that they are compiling for research purposes. Upon the
completion of data collection for all study participants, your Authorization will expire and your PHI will no
longer be used for this purpose.
)ur Right Under HIPAA to Revoke Your Authorization and Ask Us Not to Use Your PHI Any More:
Giving the Researchers your authorization to use and share your PHI is voluntary. At any time, you may
choose to revoke your authorization for the Researchers to use and share your PHI. If you revoke your
authorization, the Researchers may no longer be able to provide you with any research-related treatment, but you
revocation will not otherwise affect your current or future health care. Further, if you revoke your authorization,
there will be no penalty or loss of any benefits to which you are otherwise entitled.
If you decide that you want to revoke your authorization for us to use your PHI, you may do so by
completing and signing the revocation letter that you receive with your copy of this Combined Informed
Consent/HIPAA Authorization form and providing it to the researcher. If at any time you need another copy of
this form, you may ask the Researchers to provide you with one. Once we receive your written revocation of
your authorization to use your PHI, we will not make any other use of your PHI or share it with anyone else,
except as follows: (a) we will let the study sponsor and regulatory bodies know that you have revoked your
authorization; (b) we will not ask the study sponsor or regulatory bodies or any other parties to whom we said we
would disclose data to return any data that we provided to it/them before you revoked your authorization; (c) and
even after we receive your revocation, we will still provide the study sponsor and regulatory bodies and any othei
parties to whom we stated that we would disclose data with any data that is necessary to preserve the integrity of
the research study, and we will provide any governmental or University personnel, departments or committees
with any data that they may need in order to comply with/or investigate adverse events or non-compliance with
any applicable laws, regulations or University policies.
mature and Date:
The Researchers will ask you to sign and date this form.
II May be Re-disclosed:
Ifwe disclose your PHI to one of the other parties described above, that party might further disclose your
PHI to another party. Ifyour PHI is further disclosed, then the information is no longer covered by HIPAA.
impensation:
Women will be paid for their time and effort to do the surveys and attend the meetings. For your time, we
will pay you $20 for the first survey, $20 for the second survey, $30 for the third survey, $40 for the fourth
survey and $50 for the fifth survey. If you are in the group that goes to support group meetings, you will also be
paid $10 for your time for each meeting you attend. For each appointment that you have with us, we will cover
the cost of your transportation. We will arrange for emergency care if you are injured by this research. However,
Emory University and Grady Health System have not set aside funds to pay for this care if a mishap occurs.
sts:
There will not be any financial cost to you for being in this study.
ntact Persons:




If you have any questions about this study or believe you have been injured by this research, contact Dr.
Nadine Kaslow at (404)616-4757, the Principal Investigator for the Project. Call Dr. James W. Keller, Chairman,
Human Investigations Committee (404) 727-5646 if you have any questions about your rights as a research
participant in this study. Since you are receiving care from Grady Health System, if you have a question about
your rights, you may contact Dr. Curtis Lewis, Chair of the Grady Research Oversight Committee at (404) 6 lb-
4261.
Findings:
We may learn new things during this study that you may need to know. We can also learn about things that
might make you want to stop participating in this study. If so, you will be notified about any new information.
mtarv Participation and Withdrawal:
Your participation is completely voluntary and you have the right to refuse to be in this study. You can stop at
ime after giving your consent. This decision will not affect in any way your current or future medical care or any
• benefits to which you are otherwise entitled. The study investigator may stop you from taking part in this study
y time if they decide it is in your best interest.
We will give you a copy of this consent form to keep.
If you are willing to volunteer for this research, please sig.. below:
ect’s Printed Name
ect’s signature Date Time
m Obtaining Consent Date Time









1. What is your current relationship status?
(1) Single, never married (2) Partner not living together (3) Partner living together but not married
(4) Married (5) Divorced (6) Separated (7) Widowed
2. If you are currently involved in a relationship, is your partner (0) Male (1) Female (2) N/A
3. If you are currently in a relationship, is it abusive? By that we mean has your partner verbally
abused you or physically abused you (said means things to you or frightened you, slapped,
punched, choked, kicked, or forced you to have sex)? (0) No (l)Yes (2) N/A
4. If you are currently in a relationship, how long have you been in that relationship?
(1) Less than a week (2) 1 week -1 month
(3)1 month - 6 months (4) More than 6 months (5) N/A
5. Including your current partner, how many partners have you had in the last year?
6. Of these relationships, how many were abusive, by that we mean did your partner verbally
abused you or physically abused you (said mean things to you or frightened you, slapped,
punched, choked, kicked, or forced you to have sex)?
7. When you tried to attempt suicide, were you in an abusive relationship? (0) No (1) Yes
8. Do you have children? (0) No(l' Yes Ifyes, list below.
Name Age Do they live with you If no, where do they live
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9. Do you consider yourself homeless? (0) No (l)Yes
10. How many people live in your home/household (including you)?
11. What was the highest grade you completed in school?
(1) less than 12th (2) 12th Grade (HS graduate) (3) GED (4) Some college or technical school
(5) Technical school graduate (6) College graduate (7) Graduate school
12. Are you currently employed? (0) No (1) Yes
13. What kind ofwork do you or did you last do? (categorize response)
7. Unskilled ( attendant, janitor, construction, unspecified labor, included unemployed).
6. Semiskilled - Machine Operator (hospital aide, painter, bartender, bus driver, cutter, cook, drill
press, garage, guard, watchman, checker, waiter, spot welder, cashier).
5. Skilled Manual (baker, barber, brakeman, chef, electrician, fireman, machinist, mechanic,
paperhanger, painter, repairman, tailor, welder).
4. Clerical and Sales, Technician, Little Businesses (bank teller, bookkeeper, clerk, draftsman,
timekeeper).
3. Administrative Personnel, Small Businesses, Minor Professionals (art gallery, decorator,
plumber, actor, reporter, travel agent).
2. Business Manager, Medium Businesses, Lesser Professionals (sales people, policemen,
managers, nurses, pharmacist, social workers, teachers).
1. Higher Executives, Major Professionals, Owners of Larger Business (post grads).
14. What are your current sources of income? (Circle all that apply)
(1) Job (2) TANF ( 3) Food-stamps (4) Social Security/SSI/Disability (5) Partner
(6) Child Support (7) Parents ( 8) Family member - other than parent (9) Other
15. What is your approximate individual monthly income?
(1) $0-249 (2) $250 -499 (3) $500 - 999 (4) $1,000 - 1,999 (5) $2,000- +
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16. What is your approximate household monthly income?
(1) $0 -249 (2) $250-499 (3) $500 - 999 (4) $1,000 - 1,999 (5) $2,000 -+
17. Have you ever been hospitalized or in a treatment program for psychiatric or substance abuse
treatment? (0) No (1) Yes
18. What medical problems do you have?19.Are you currently taking any medications? (0) No (1) Yes
List all the medications you are currently taking:
Medication Reason20.What religion, if any, are you a part of or believe in?
(1) Baptist (2) Jehovah’s Witness (3) Catholic (4) Holiness (5) 7th Day Adventist
(6) Muslim (7) Methodist (8) Christian/Non-denominational (9) Other
(10) None
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CLIENT FOLLOW-UP INFORMATION
Name:_ Okay to send mail: Yes No
Address:
Home Telephone #: ( ) - Okay to leave message: Yes No
Work Telephone #: ( ) - Okay to leave message: Yes No
Pager #: ( ) - Okay to page: Yes No
Are there other people we can contact in case we have trouble reaching you?
1) Name: Relationship
Address: Okay to send mail: Yes No
Home Telephone #: ( ) Okay to leave message: Yes No
Work Telephone #: ( ) - Okay to leave message: Yes No
Pager #: ( ) - Okay to page: Yes No
2) Name: Relationship:
Address: Okay to send mail: Yes No
Home Telephone #: ( ) Okay to leave message: Yes No
Work Telephone #: ( ) - Okay to leave message: Yes No
Pager #: ( ) - Okay to page: Yes No
The Nia Project at Grady Hospital works with women who have experienced abuse or violence in their 142
relationships and who have tried to hurt themselves or end their lives. The program involves four (4) intervie\
and if you complete all four (4) interviews you will be paid $140. Some women will be invited to join a
women’s group. This is a screening and not one of the 4 interviews, so you will not be paid for this.
If she meets criteria, ask her if she is willing to participate. Yes No
IfYes: We would like to keep in touch with you throughout the following months to keep you updated on the
program.
Address: Okay to send mail: Yes No
Home Telephone #: (_) - Okay to leave message: Yes No
Work Telephone #: (_ - Okay to leave message: Yes No
Pager #: L_ - Okay to page: Yes No
Names and ages of children: Name
Are there other people we can contact in case we have trouble reaching you?:
1) Name: Relationship:
Address: Okay to send mail: Yes No
Home Telephone #: (_ Okay to leave message: Yes No
Work Telephone #: (_ ) - Okay to leave message: Yes No
Pager #: - Okay to page: Yes No
2) Name: Relationship:
Address: Okay to send mail: Yes No
Home Telephone #: (_ ) Okay to leave message: Yes No
Work Telephone #: (_ - Okay to leave message: Yes No
Pager #: (_) - Okay to page: Yes No
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INDEX OF SPOUSE ABUSE (ISA)
Please answer questions for: Current Partner
Partner within last year
This questionnaire is designed to measure the degree of abuse you have experienced in your
relationship with your partner. It is not a test, so there are no right or wrong answers. Answer






1. My partner belittles me (makes me feel unimportant or small).
2. My partner demands obedience to his/her whims (demands that I do everything that v
he or she says).
3. My partner becomes surly (rude, mean) and angry if I tell him/her that he/she is
drinking too much.
4. My partner makes me perform sex acts that I do not enjoy or like.
5. My partner becomes very upset if dinner, housework or laundry is not done when
he/she thinks it should be.
6. My partner is jealous and suspicious ofmy friends.
7. My partner punches me with his/her fists.
8. My partner tells me I am ugly and unattractive.
9. Mv partner tells me I really couldn't manage or take care of myself without him/her
10. My partner acts like I am his/her personal servant.
11. My partner insults or shames me in front of others.
12. My partner becomes very angry if I disagree with his/her point of view.
13. My partner threatens me with a weapon.
14. My partner is stingy in giving me enough money to run our home.
15. My partner belittles me intellectually (makes me feel like I'm not smart).
16. My partner demands that I stay home to take care of the children.
17. My partner beats me so badly that I must seek (get) medical help.
18. My partner feels that I should not work or go to school.
19. My partner is not a kind person.
20. My partner does not want me to socialize (get together) with my friends.
21. My partner demands sex whether I want it or not.
22. My partner screams and yells at me.
23. My partner slaps me around my face and head.
24. My partner becomes abusive (is mean or mistreats me) when he/she drinks.
25. My partner orders me around.
26. My partner has no respect for my feelings.
27. My partner acts like a bully towards me.
28. My partner frightens me.
29. My partner treats me like a dunce (like I'm stupid).




Beck Depression Inventory-II (BDI-II)
lis questionnaire consists of 21 groups of statements. Please listen to each group of statements carefully, and then pick the one
itement in each group that best describes the way you have been feeling during the past two weeks, including today. If several
itements in the group seem to apply equally well, choose the highest number for that group. Be sure that you do not choose more than
,e statement for any group, including Item 16 pr 18.
age 1 of 2
Sadness
0 I do not feel sad.
1 I feel sad much of the time.
2 lam sad all of the time.
3 I am so sad or unhappy that I can’t
stand it.
Pessimism
0 lam not discouraged aboutmy
future.
1 I feel more discouraged about my
future than I used to be.
2 I do not expect things to work out for
me.
3 I feel my future is hopeless and will
only get worse.
Past Failure
0 I do not feel like a failure.
1 I have failed more than I should have.
2 As I look back, I see a lot of failure.
3 I feel I am a total failure as a person.
Loss ofPleasure
0 I get as much pleasure as I ever did
from the things that I enjoy.
1 I don’t enjoy things as much as I used
to.
2 I get very little pleasure from the
things I used to enjoy.
3 I can’t get any pleasure from the
things I used to enjoy.
Guilty Feelings
0 I don’t feel particularly guilty.-
1 I feel guilty over many things that I
have done or should have done.
2 I feel quite guiltymost of the time.
3 I feel guilty all of the time.
Punishment Feelings
0 I don’t feel I am being punished.
1 I feel I may be punished.
O T J. 1 2-1 3
3 I feel I am being punished.
7. Self-Dislike
0 I feel the same aboutmyself as ever.
1 I have lost confidence in myself.
2 lam disappointed (unhappy) with
myself.
3 I dislike myself.
8. Self-Criticalness
0 I don’t criticize or blame myselfmore
than usual.
1 lam more critical of (find more fault
with) myself than I used to be.
2 I criticize myself (blame) myself for
all my faults.
3 I blame myself for everything bad
that happens.
9. Suicidal Thoughts orWishes
0 I don’t have any thoughts ofkilling
myself.
1 I have thoughts ofkillingmyself, but
I would not carry them out.
2 I would like to kill myself.
3 I would like to kill myself if I had the
chance.
10. Crying
0 I don’t cry anymore than I used to.
1 I crymore than I used to.
2 I cry over every little thing.
3 I feel like crying, but I can’t.
11. Agitation
0 I am no more restless or wound up
than usual.
1 I feel more restless or wound up than
usual.
2 I am so restless or agitated it’s hard to
stay still.
3 I am so restless or agitated that I have
to keep moving or doing something.
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2. Loss of Interest
0 I have not lost interest in other people
or activities.
1 I am less interested in other people or
things than before.
2 I have lost most ofmy interest in
other people or things.
3 It’s hard to get interested in anything.
], Indecisiveness
0 I make decisions about as well as
ever.
1 I find it more difficult to make
decisions than usual.
2 I have much greater difficulty in
making decisions than I used to.
3 I have trouble making any decisions.
1. Worthlessness
0 I do not feel I am worthless (good-
for-nothing).
1 I don’t considermyself as worthwhile
and useful as I used to.
2 I feel more worthless (good-for-
nothing) as compared to other people.
3 I feel utterlyworthless (totally good-
for-nothing)
5. Loss ofEnergy
0 I have as much energy as ever.
1 I have less energy than I used to have.
2 I don’t have enough energy to do very
much.
3 I don’t have enough energy to do
anything.
5. Changes in Sleeping Patterns
0 I have not experienced any change in
my sleeping pattern.
la I sleep somewhat more than usual.
lb I sleep somewhat less than usual.
2a I sleep a lot more than usual.
2b I sleep a lot less than usual.
3 a I sleep most of the day.
3b I wake up 1-2 hours early and can’t
get back to sleep.
17. Irritability
0 I am no more irritable (cranky) than
usual.
1 lam more irritable (cranky) than
usual.
2 lam much more irritable (cranky)
than usual.
3 lam irritable (cranky) all the time.
18. Changes in Appetite
0 I have not experienced any change in
my appetite.
la My appetite is somewhat less than
usual.
lb My appetite is somewhat greater than
usual.
2a My appetite is much less than usual.
2b My appetite is much more than usual.
3a I have no appetite at all.
3b I crave (want) food all the time.
19. Concentration Difficulty
0 I can concentrate (pay attention) as
well as ever.
1 I can’t concentrate (pay attention) as
well as usual.
2 It’s hard to keep mymind on
anything for very long.
3 I find I can’t concentrate (pay
attention) to anything.
20. Tiredness or Fatigue
0 I am no more tired or fatigued than
usual.
1 I get more tired or fatigued more
easily than usual.
2 I am too tired or fatigued to do a lot
of the things I used to do.
3 lam too tired or fatigued to do most
of the things I used to do.
21. Loss of Interest in Sex
0 I have not noticed any recent change
in my interest in sex.
1 lam less interested in sex than I used
to be.
2 lam much less interested in sex now.
3 I have lost interest in sex completely.
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EFFECTIVENESS OF OBTAINING RESOURCES SCALE
How effective have your efforts been (how successful have you been) in accomplishin
your goals in the following areas:
1. Your education?






2. Your access to material goods (e.g., clothing, food)?






3. Your employment situation?






4. Resources for your children (e.g., parenting skills, clothes and food for children)?






5. Your health care?






6. Your access to legal resources?













8. Your housing situation?






9. Your financial situation?






10. Your childcare situation?






11. Your social support?
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